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Foreword 


The present age has been aptly termed as ‘the age of anxiety’. 
Psychotherapy in this respect has come as a phenomenal contri- 
bution in the modern society. The development of therapeutic 
thought can be traced back to 2000 в.с. It is rather astonishing 
that though there was no professional practice of psychotherapy 
at the turn of the century, a host of techniques and approaches 
are available today. In fact, availing of therapeutic help has 
become a way of life in many advanced societies. In the develop- 
ing countries also, psychotherapy has been receiving an increas- 
ing acceptance over the last two decades or so. 

Psychotherapists are to look not only into man’s behavioural 
problems in his personal domain, but also into his social 
environment, at large; for this purpose, they themselves are to 
understand the sweeping changes in the socio-cultural structure 
of the society. Equipped with scientific philosophy and with the 
objective of building up of a society, compatible with the funda- 


mentals of human existence, the scope of psychotherapy seems 
to be ever-encompassing. 


In this context, Dr (Mrs) Vimala Veeraraghavan, Associate 
Professor at JNU, New Delhi, has made a commendable 
endeavour to provide a broad conceptual understanding of 
psychotherapy to the Indian students at different levels in 
psychology, psychiatry and social work. Her treatise has incor- 
porated broad definitions of various concepts, comprehensive 
historical perspective, critical evaluation of various psychothera- 
peutic methods as well as treatment of different types of mental 
disorders through psychotherapeutic techniques. 

Of particular interest is the chapter which provides a com- 
parative profile for practice of psychotherapy in different parts 
of the world, including the communist countries. The chapter 


( viii ) 


on psychotherapy in India deals with a detailed account of 
psychotherapy as practiced in India as also the therapeutic 
implications of Indian thoughts as expressed in epics and 
religion. 

The concepts presented in this book are derived from both 
clinical and research sources. The depth and manner of presenta- 
tion of the text evinces clearly the author’s knowledge in the 
subject matter. Students are expected to be enriched by its 
intensivecoverage which includes, amongst others, comprehensive 
therapeutic methods as practised in different parts of the world 
as also treatment of various psychological disorders. The author 
has done a good job, indeed! She deserves to be congratulated, 
particularly because her contribution has come at a time when 
there has been an ever-increasing demand of textbooks by Indian 
scholars. 


Department of Psychology Anima Sen 
University of Delhi 


Preface 


It is increasingly realised that mental disorders, like physical 
disorders, can and ought to be treated scientifically and systema- 
tically and without particular ‘stigma’ attached thereto. Gone 
are the days when the treatment of the mentally ill was essen- 
tially beating, chaining or isolation. Rapid changes have been 
occurring in diagnosis and treatment even among practitioners 
of modern medicine. Classical psychoanalysis, which was time 
consuming and expensive, has given way to varied forms of 
psychotherapy even to the extent of such esoteric techniques, 
such as, dance therapy or music therapy. Early diagnosis and 
attention to mental health problems as distinct from mental 
disorders are increasingly emphasised. 

In India too, in the last few years, relatively more impor- 
tance is being given to the treatment of mental health problems 
through psychotherapy, counselling and guidance. This trend is 
evidenced in the increasing number of schools and colleges and 
other institutions employing counsellors trained in psycho- 
therapy and counselling to deal with all types of mental health 
problems. In the field of psychiatry too, there appears to be a 
gradual shift from the emphasis on drug treatment in dealing 
with varied types of mental disorders to psychotherapy and 
counselling. 

The above trend has led educational institutions to organise 
regular and refresher courses on psychotherapy and counselling 
for students and practitioners in the field. 

There are many books on psychotherapy written by well- 
known experts, and most of them are however from western 
countries. To practice in the Indian context, we need literature 
on psychotherapy with Indian experience and orientation. 

This book іѕ ап attempt to meet this need to а certain 


(x) 


extent. It is designed to provide students of psychology, 
psychiatry, social work as well as mental health workers, a 
comprehensive account in the field of psychotherapy and its 
application to the treatment of various mental disorders. It also 
provides an account of the modified forms in which psycho- 
therapy is practiced in a few of the Asian and African countries. 
This work may also serve as a reference book for the post- 
graduate students studying psychology, psychiatry and social 
work in India. 

Material for the present book has been collected from text- 
books of psychiatry, books on psychotherapy, standard classical 
writings on psychoanalysis by Sigmund Freud, Carl Jung, 
Alfred Adler, Harry Stack Sullivan and others as well as from 
more recent works on behaviour therapy by Eysenck, Wolpe 
and Lazarus and others. Articles and comments on psycho- 
therapy in various Indian journals have been of help, particularly 
in providing an Indian orientation. 

The author owes her gratitude to Ms. Alka Mangal who 
generously shared the materials she collected for her own work 
and also helped in writing the first draft of three chapters in this 
book. But for her consistent cooperation, this textbook could 
not have been written. I am also grateful to Dr (Mrs.) Anima 
Sen, Professor in the Department of Psychology, Delhi Univer- 
sity, for her foreword to this book. She has been a constant 
friend and guide and a source of inspiration to me. I thank 
Shri R. Iyer and Shri Pramod Kumar for their help in typing the 
manuscript. 


Vimala Veeraraghavan 
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1. Definitions and Concepts 


In the recent years, psychotherapy has been defined, written 
and discussed about a great deal, but the attempts to define 
psychotherapy have not resulted in any consensus amongst 
specialists. This lack of agreement is perhaps due to the absence 
of a clear cut demarcating line between psychotherapy and 
other psychological treatments, such as, counselling, casework 
which also aim to help the mentally ill persons. 

Psychotherapy, just as any other specialised human activity, 
had its roots in man’s everyday techniques for mastering 
both internal and external environment. The precursors 
of psychotherapy reach back to the ancient period, when 
primitive man began to explain mental diseases as being caused 
by spiritual forces. Rational psychology came into existence 
through the thinking of Socrates and Plato who believed that a 
balanced state of mind could be obtained through self-knowledge 
and rational thought. This was further refined by Aristotle at 
a later period. Cicero in 106 to 43 B.C., proclaimed that people 
were responsible for their emotional difficulties in a psychologi- 
cal sense, that they brought their ills upon themselves and could 
do something about them. Thus he laid down the foundation of 
psychotherapy (for him philosophy) but his ideas did not come 
into their own until the modern era. 

The first systematic treatise of psychotherapy was published 
in 1803 by the German physician Johann Reil. His most signi- 
ficant contribution was to advocate the psychotherapeutic 
approach in a consistent and imaginative way. He was very 
consistent in applying his psychological approaches to the treat- 
ment of mental patients. His book, Rhapsodics is about the 
application of psychotherapy to mental disturbance; it has also 
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laid down the principles and different techniques of psychologi- 
cal treatment. 

The foundation of modern psychotherapy was laid towards 
the close of the eighteenth century by Mesmer’s ‘magnetism’ and 
Charcot experimented with magnetism/hypnosis and made it 
acceptable to the scientists. However, psychotherapy as a formal 
procedure appealing for its justification as a science, had its 
origin only in Freud’s psychoanalysis. 

The word ‘psychotherapy’ comes from two Greek roots; 
the root ‘psycho’ refers to the mind, mental processes and acti- 
Vities, while the root ‘therapy’ refers to the noun ‘servant.’ 
Etymologically, psychotherapy refers to a process by which one 
person, who assumes the role of a helper, assists another person 
with regard to his mental processes. 

It is true that a heart-to-heart conversation with friends 
and confidants could be one form of psychotherapy in a very 
general sense. So also, everyone who encourages a despondent 
friend or reassures a panicky child, could be considered as one 
who practices psychotherapy (Alexander, 1957). However, such 
help is more likely to be sought in the first instance from the 
most readily available help giver, such as a friend or a priest 
rather than from a psychiatrist or a psychotherapist. The type 
of help-giving with which psychotherapy is concerned differs 
from such informal help in two significant ways. First, the 
Practitioners are specially trained to conduct this activity and 
they are sanctioned by their society to carry on this activity; 
Secondly, their activity is systematically guided by an articulated 
theory that explains the sources of the patients’ distress and 
disability and prescribes methods for alleviating them. 

Therapeutic listening is not passive but involves alert and 
sympathetic Participation in what troubles the patient (Burch, 
1974). It is in this sense that psychotherapy is a conversation; it 


15 not a superficial chat and does not seek quick, temporary 
relief by reass 
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psychotherapy. It is a method of treatment which aims to help · 
the impaired individual by influencing his emotional processes, 
his evaluation of himself and of others, his evaluation of and 
his manner of coping with the problems of life (Maslow and 
Mittelman, 1951). 

The above definitions do not refer to the methods or 
measures used in psychotherapy and also do not specify the 
distinctive aspects in this form of treatment. Further, it is also 
not possible to objectively delineate from these definitions, the 
situations in which it is practiced. Besides, these definitions also 
imply that any measure could be regarded as part of psycho- 
therapy if it has some beneficial effect upon a person’s mental 
health. The definitions do not distinguish ‘psychotherapeutic’ 
from ‘psychotherapy’ and thus lead to a concept of the term 
that does not correspond to its popular meaning. People do 
not think that punishing their child, or providing for entertain- 
ment to divert the individual from his preoccupations are instanc- 
es of this type of treatment. These definitions only indicate the 
goal and do not explain the various processes and techniques 
involved in psychotherapy. 

Reisman (1971) defined psychotherapy as the communication 
of person-related understanding, respect and a wish to help. 
Brown and Pedder (1979) were of the view that psychotherapy 
is essentially a conversation which involves listening to and 
talking with those in trouble with the aim of helping them 
understand and resolve their predicament. 

These definitions of psychotherapy provide a means for 
identifying this treatment method in a way thai is recognizable, 
precise, and independent of its goals or effects. At the same 
time there is an indication that psychotherapy is a form of 
communication that exists in any human interaction. Despite 
the above positive features, even these definitions fail to distin- 
guish between psychotherapeutic and psychotherapy, and in 
fact appear to consider everything psychotherapeutic as psycho- 
therapy. If psychotherapy is the communication of person- 
related understanding (Reisman, 1971), then it could be found 
in any interpersonal situation; but the probability of such 
understanding occurs maximally in professionally conducted 
psychotherapy, where a deliberate effort is made to transmit 
message of this type consistently. Psychotherapy differs from 
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psychotherapeutic in the sense that the former is a noun that 
has come to mean a certain kind of message or communication, 
and the latter is an adjective that refers to favourable changes 
in the individual’s psychological well-being. For instance, as 
Reisman (1971) states, aspirin, drugs, surgery, entertainment, 
satisfying meals, pleasurable experiences, punishments, the 
setting of limits can all be psychotherapeutic but not psycho- 
therapy. 

Some have defined psychotherapy according to the type of 
procedures employed in its administration. For example, 
Whitehorn (1948) stated that psychotherapy is the art of com- 
bating disease and promoting health by mental influences. Kolb 
(1968) and Morgan (1961) defined psychotherapy as the treat- 
ment of mental illness and mild adjustment problems by means 
of psychological techniques. Frank (1961) stated that certain 
types of therapy rely primarily on the healer’s ability to mobilize 
healing forces in the sufferer by psychological means, and these 
forms of treatment together may be termed as psychotherapy. 

The above definitions, though specific and inclusive, are 
not sufficiently precise to enable discrimination between 
psychological procedures that are employed in psychotherapy 
and those that are not. 

Szasz (1974) evaluated two most widely used definitions of 
psychotherapy, one was that of Noye’s Modern Clinical 
Psychiatry’s definition of psychotherapy and the other that of 
Canadian Psychiatric Association’s definition. Noye’s Clinical 
Psychiatry defines psychotherapy as follows: 


The treatment of emotional or personality disorders by 
psychological means. Although many different psychological 
techniques may be employed in an effort to relieve problems 
and disorders and make the patient mature, satisfied and 
independent person, an important therapeutic factor common 
to all is the therapist-patient relationship with its inter- 
personal experiences. Through this relationship the patient 
comes to know that he can share his feelings, attitudes and 
experiences with the physician and that the latter with his 
warmth, understanding, empathy, acceptance and support 
will not depreciate, censure or judge him no matter what he 
may reveal but will respect his dignity or worth. 
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Szasz (1974) pointed out that this definition offers a techni- 
que’ that will make its objects mature, satisfied and independent 
but it is mainly self-congratulatory and characterises the 
psychotherapist as warm, understanding, empatheic, accepting 
and supporting irrespective of what the client reveals to him. 
However, the above are, according to Szasz, quasi-medical 
pronouncements which are hardly ever followed by the 
psychiatrists. 

The Canadian Psychiatric Association defined psychotherapy 
as follows: 


Psychotherapy is a medical act by which a physician through 
sessions of verbal or other communications, explores and 
attempts to influence the behaviour of psychiatrically dis- 
ordered patient with the objective of reducing his disability. 


Szasz is of the view that the above definition is a purely 
institutional one in the sense that it does not identify or relate 
one variable from another or relate one variable to the other. 
Thus, most of these definitions are mere verbal exercises, 
having incantatory, ritualistic, and strategic functions rather 
than identifying the discrete forms of medical treatments. As 
early as 1966, Szasz classified the definitions of psychotherapy 
into two categories, viz., instrumental and institutional. As per 
the instrumental definition, psychotherapy would include all 
diverse activities such as advertising, entertaining, preaching 
and teaching. Whereas according to institutional definition of 
psychotherapy it is a process or relationship in the course 
of which one person or group accredited as possessing 
special knowledge and skills influences another person or group 
by means of verbal or non-verbal symbols. While this definition 
of psychotherapy is too narrow and excludes many factors, the 
instrumental definition is too wide which includes almost every 
activity. Concluding, Szasz (1966) stated that such verbal 
definitions only conceal rather than reveal the social reality, 
hence the essential requirement is a social analysis of the psycho- 
therapeutic situation by focussing on the triangular relationship 
of the therapist-client-society. Based on this concept he also 
proposed three models of psychotherapy, viz. (i) bureaucratic 
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psychotherapy; (ii) entrepreneurial psychotherapy, and 
(iii) coerced psychotherapy. 

In recent years attempts to define psychotherapy have all 
endeavoured to avoid the pitfalls of the earlier definitions. For 
instance, Brammer and Shostrom (1968) defined psychotherapy 
as a more inclusive re-education of the individual at both the 
conscious and unconscious levels. Frank (1972) defined psycho- 
therapy as follows: 


Psychotherapy in its broadest sense is the systematic effort 
of a person or group to relieve distress or disability, by in- 
fluencing the sufferer’s mental State, attitudes and behaviour. 


Menninger and Holzman (1973) defined psychotherapy as 
the formal treatment of patients using psychological rather than 
physical or chemical agents, principally verbal communications. 
Masserman (1974) considered psychotherapy as the science and 
art of influencing behaviour to make it (а) more efficient and 
satisfactory to the individual, and (b) more compatible with 
social norms. Watson and Morse (1977) stated that psycho- 
therapy is a special form of interaction between two individuals, 
the patient and the therapist in which the patient initiates the 
interaction by seeking psychological help, and in which the 
therapist structures the interaction using psychological principles. 
to aid the patient, in gaining more control over his life, through 
changing thoughts, feelings and actions. 

While psychotherapists defined psychotherapy as stated in 
the preceding paragraphs, a behaviour scientist Wolpe (1963). 
defined it as the behavioural means for the purpose of over- 
Coming persistent unadaptive human habits of reaction. 

Another controversial issue in the area of defining psycho- 
therapy has been whether it is a medical entity. The official 
Position of the American Medical Association and American 
Psychoanalytic Association is that Psychotherapy is a form of 
medical treatment and does not form the basis for a separate 
profession. This Statement, however, is so restrictive that it can- 
not be accepted, because psychotherapy in a broader sense can 
be the professional Property of not only non-psychiatric 
physicians but also of Psychologists, social workers, teachers 

etc. Szasz (1966), challenging the stand of the medical organisa- 
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tions, stated that such a stand is a mere indication of the 
prohibitions imposed by the authoritarian groups in self-protec- 
tion. He contended that the non-medical psychotherapists have 
contributed impressively to theory and practice of psychotherapy 
and that the conditions for which people seek help are mainly 
problems in living; and that medical training of the psycho- 
therapist is of little value to the psychiatrist in his therapy. 
From the foregoing review, а single factor common to all 
definitions that emerges is that in psychotherapy, two persons 
are involved, one of whom is a patient and the other the 
therapist. The patient is a person who comes with some problem 
into psychotherapy for help with his problems. The therapist is 
the helper, who could be a psychiatrist or clinical psychologist 
or a social worker or lawyer, or a teacher. The aspect which 
distinguishes him from that of the patient is that he consciously 
tries to help the patient overcome his problems by means of 
talking and listening. He makes use of psychological methods to 
correct morbid mental processes without making use of physical 
methods such as medical drugs or surgery. Wolberg (1977) also 
considers psychotherapy as a form of treatment but excludes 
somatic therapies such as drugs, ECT, surgery, etc. He is of the 
view that the therapeutic relationship is a collaborative under- 
taking, started and maintained on a professional level towards 
specific therapeutic objectives, which may include both removal 


of symptoms and maturation of personality. 


Concluding statement 

Thus, definitions of psychotherapy which appear in the 
psychiatric and psychology literature seem to cover accur- 
ately only certain aspects of psychotherapy. Psychotherapy 
as currently used has many kinds of therapeutic activity, and 
to be effective, needs a clear and rational undertaking of the 
manner in which it facilitates processes of recovery in patients 
from various psychiatric illnesses. Hence it may be appropriate 
to conceive of psychotherapy as a mutually agreed upon, 
deliberate and purposeful transaction between patient and 
therapist entailing processes which vary in each instance accord- 
ing to permutations of multiple factors and dimensions, such as 
training of the therapist, theoretical concepts, clinical goals, and 


types of therapeutic technique. 


`2. A Historical Perspective 


Psychotherapy, to be considered as a procedure or process 
which changes individual’s behaviour towards a more adequate 
and satisfactory adjustment to his environment, needs neces- 
sarily to reach back into the prehistoric ages to find its origin. 
It hasa very old recorded history; from the ancient time to the 
modern era, psychotherapeutic methods have undergone con- 
siderable changes. There were changes from witch hunting, in- 
cantation and prayers and other expulsory methods to persuasive, 
supportive and suggestive techniques. The efforts of treating 
mentally ill persons began with witch doctors in the prehistoric 
period, and have since been made by physicians, philosophers, 
artists and medical men. 

The development of treatment methods in clinical psychology 
and psychiatry has been closely tied to conceptualisation or 
models of abnormal and normal behaviour. The various factors 
which were thought to account for abnormal behaviour have 
shaped the different treatment modalities. Further, many theo- 
ries of behaviour Propounded had attributed the treatment to 
different specialists and disciplines. However, as stated by 
Alexander and Selesnick (1966) one could delineate typically 
three basic trends in psychiatric thought: (a) the attempts to 
explain diseases of the mind in physical terms, called the 
organic approach; (b) the attempts to find a psychological ex- 

- planation for mental disturbances, termed as psychological 
approach; and (c) attempts to deal with inexplicable events 
through magic, 

Thus, the Psychiatric treatment modalities have changed over 
the centuries; one finds the earliest recorded treatment of mental 
disorders being that of cavemen about half a million years ago. In 
ancient times, explanations regarding abnormal behaviour were 
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based on demonology, that is, individuals who acted abnormally 
were believed to be possessed by evil spirits. Spiritual notions 
were invoked to explain many aspects of life that were incom- 
prehensible. When deviant behaviour was interpreted as a sign of 
evil spirits, treatment was based primarily on exorcism. Diverse 
techniques, including prayer, flogging and primitive psychosur- 
gery were designed to release or drive away the evil spirits. 
Treatment and patient care were also part of the priest’s domain, 
who was assumed to possess the power to influence the spirits. 

The concept of mental illness held by the primitive people 
was different from the one held in the present era. Disease to 
them was a monoistic concept, there were no divisions between 
the diseases of the body and diseases of the mind. Almost all 
illnesses were attributed to the intervention of supernatural 
forces such as evil spirits, gods, witches and magicians, and men- 
tal illness in particular was explained on the basis of possession 
by evil spirits. There was no bifurcation between physical and 
mental suffering, nor was there any division between medicine, 
magic and religion. 

Primitive societies were familiar with several effective physical 
methods of treatment such as massage and some surgical 
methods and drugs. Trephination of the skull was also a com- 
mon method, and the operation was done to liberate the evil 
spirits supposedly causing the symptoms. These methods were 
used within the frame of magical and religious treatments which 
consisted of magical charms, songs, dance and invocations. These 
rituals also involved considerable confessions and suggestions 
which today form part of psychological treatment methods. In 
extreme cases, flogging, starving and other more severe measures 
were often used in an attempt to make the body of the afflicted 
person an unpleasant place to live in and thus the evil spirits 
were driven out of the victim’s body. 

Primitive healing was almost always a public procedure, a 
ceremony conducted within a group. The primitive man believed 
that the removal of the soul from body made the soul manifest 
itself in dreams, shadows, hallucinations and hence in order that 
the man should be in good mental and physical health, the soul 
and the body should be together. Thus the efforts in the treat- 


ment of mentally ill were directed towards getting the body and 
soul together. Also, in those days a large number of mentally ill 
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persons were the victims of certain social attitudes which pre- 
vailed in the society. Many children whom one would recognise 
as mentally retarded in the modern era, were killed and sacrific- 
ed. It was believed that demons stole the good new born children 
and replaced them with their own ugly progeny, and hence they 
were treated so brutally. 

The chronic psychotics were kept in a prison or a monastery 
ог a private home or in dungeons, cellars or other dark places, 
and were beaten mercilessly if they became aggressive. Such 
patients were considered incurable and the general belief was 
that mental illnesses were incurable. 

It was Aristotle (384-322 B.c.) who believed that one could 
attain a stable healthy life through self-knowledge. Plato (429- 
347 B.C.) was of the view that mentally ill persons were not 
responsible for their acts, whereas Hippocrates (460-357 в.с.) 
denied the intervention of supernatural in the development of 
diseases. He also advocated that mental illness could be treated 
like other illnesses and postulated that mental disorders were 
due to brain pathology. The first classification of mental dis- 
orders was put forward by Hippocrates and his most important 
contribution was the emphasis on doctor-patient relationship 
which is one of the most important ingredients in modern 
psychotherapy. 

Several centuries later, Cicero (106-43 B.C.) studying depres- 
sion concluded that melancholia was the result of psychological 
difficulties, and also postulated that people were responsible for 
their emotional problems and that they could do something 
about them. This view, though stated many centuries earlier, 
appears to be fundamental to modern psychotherapy. Cicero 
was perhaps one of the very few who considered bodily ailments 
the result of psychological factors. 

Thus, psychiatry had its origin in primitive cultures, and the 
€r also had some important role to play in the evolving of 
Concept of psychotherapy. For instance, in Mesopotamia, 
Magical procedures were used for the treatment of mentally ill 
Persons. Though many drugs were used, it ‘was believed that 
Incantation was the most powerful psychological medicine. The 
Mesopotamians discovered many medical principles, and they 


were also the first to Study the patient’s life history; their 
medicine was psychosomatic in many aspects. > 
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On the other hand, in Egypt, Inhotep was the first Egyptian 
healer (2850 B.c.) whose temple at Memphis became a medical 
school and hospital where incubation sleep—a form of psycho- 
therapy—was practiced long before the Greeks established a 
typical milieu in their temples, wherein the patients were encou- 
raged to occupy themselves with recreational activities such as 
concerts, dance and painting. Egyptian medicines were predomi- 
nantly magical and religious, and when the patient was cured, 
the results were attributed to the patron saint of that temple. 

The Hebrew medicine was greatly influenced by the develop- 
ment in Egyptian medicine. Rabbi Ami, the renowned medicine 
man of Israel, said that wicked dreams are seen even by good 
men, indicating thereby that dreams serve to express wishes that 
are forbidden by conscious moral principles. He even recom- 
mended diversion as a treatment for mental disorders and 
advocated that a troubled patient should be made to talk freely 
and express his worries and anxieties. 


Development during middle ages and Renaissance 

During the middle ages, demonology again became the 
dominant explanation for maladaptive behaviour, and priests 
regained control over treatment. Physical punishment and torture 
were often used to drive away evil spirits, and increasingly 
individual patients were blamed for their abnormal behaviour 
which they manifested because of their past sins and misdeeds. 

As for treatment, blood-letting, purgatives etc, were some of 
the major methods used during the middle ages. Epilepsy and 
dementia were treated by skull trephination. Though most treat- 
ments were of а crude and cruel nature, there were some physi- 
cians such as Paulus of Aegina іп the seventh century who advised 
that the mentally ill should be swung in а basket bed, so that 
rocking would help relieve the tension. In the twelfth century, 
Baratholomeus Salernitanus prescribed silence and solitary con- 
finement for the mentally ill, whereas Bernard Gordon in the 
thirteenth century recommended pleasant and cheerful surround- 
ings with a bright and lighted atmosphere filled with fragrant 
odours. Such therapeutic methods and concept of psychopatho- 
logy of mental illness was, however, confined to a small group 
of intellectuals, and the large ignorant population were mainly 
influenced by all sorts of mystic and occult beliefs. 
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Among the most outstanding of the thinkers and philo- 
sophers was St. Augustine (354-420 A.D). He was the first to 
describe vividly and in detail the subjective emotional experience, 
and in so doing he used introspection and other scientific 
methods, which are basic to psychology even today. In his 
verbalisations, he was able to present an excellent insight into 
his own psychology through his painstaking self-analysis, 

Another name to be mentioned amongst the thinkers is of 
the Arab physician Rhezes (865-925 А.р.), who described care- 
fully all kinds of illnesses including mental illness. He combined 
physiological explanations and psychological methods and used 
psychotherapy in a primitive but dynamic way. 

Thus many varied and different concepts of mental illness 
and treatment of mental disorders had existed during the Middle 
Ages. To evaluate the psychotherapeutic developments of that 
era would be rather difficult because of the complex and 
heterogeneous trends that existed at that time. 

In the Middle Ages, irrespective of the explanations offered 
for insanity, care of the mentally ill persons was the responsi- 
bility of the community. It was only until the fourteenth century 
that the mentally ill were considered witches and became the 
victims of persecution. 


Early Renaissance 

The period from thirteenth to sixteenth century has been con- 
sidered early Renaissance because it brought abouta more proper 
and realistic understanding of human nature and because the 
concepts formulated during this period preceded the foundation 
of modern science. This period also saw a change in the attitude 
towards the mentally ill persons. Scientific approach and realis- 
tic observations were used in the field of mental illness. For 
instance, Johann Weyer (1515-1600) recorded in accurate detail, 
the verbalisation and behaviour of the emotionally distressed 
Persons. Anxiety and fear were relieved by a combination of 
astrology, Palmistry, magical touch and Suggestion. Weyer also 
strongly rejected the belief in witchcraft and initiated the battle 
of psychiatry against coercion by magic and prejudiced thinking. 
In the realm of Psychotherapy he recognised the importance of 


the therapeutic relationship and of the kindness and understand- 
ing the therapist extends towards the patient. 
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During this time, Paracelsus, a physician (1493-1541) 
advocated a more humane approach to mentally ill persons and 
in 1567 presented a dynamic view of personality and emphasi- 
sed its total involvement in each mental illness. He formulated a 
doctrine of mental disease with psychical causes and advocated 
body magnetisation which later came to be called mesmerism 
and still later as hypnotism. He was of the view that psychic 
conditions should be treated with psychic methods and con- 
sequently practiced psychotherapy which included counselling, 
suggestion, reasoning and encouraging of the patients. 

Thus, during the early Renaissance considerable advance had 
been made in the field of psychiatry and in the treatment of 
mental disorders. Despite this, the attitude of the general public 
toward mental illness remained essentially the same as that 
prevailing in ancient and medieval times. 


Late Renaissance 

The seventeenth and eighteenth centuries brought a large 
number of changes in the field of psychiatry. By the end of the 
sixteenth century, explanation of abnormal behaviour in terms of 
biological causes began to reappear and this led to a more 
scientific approach {to mental disorders. This in turn resulted in 
a major reorganisation of institutions for treatment purposes in 
addition to treating the mentally ill more humanely. By the 
eighteenth century, scientific inquiry towards abnormal behaviour 
had reached its peak,a disease model of behaviour was construct- 
ed systematically, and thus the mental disorders were viewed as 
reflecting underlying pathological causes. This period achieved 
unprecedented progress toward the understanding of nature and 
also man’s own nature. It represented a transition from uncriti- 
cal dependence on the ancient’s belief in gods to the application 
of scientific methodology in treatment of mental and physical 
disorders. è 

Though most physicians interested in psychiatry were 
generally inclined to advance physiological explanation for 
mental illnesses, there were some, for instance, William Harvey 
(1570-1657) and Thomas Sydenham (1624-1689) whose main 
focus was on organic medicine, showed considerable interest in 
psychological observations. They recognised, for instance, that 
hysteric symptoms may stimulate almost all forms of organic 
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disease. Ernst Stahl (1660-1734) viewed the living organism as a 
psychological unity, whereas Baruch Spinoza (1632-1677), who 
was considered the greatest pre-Freudian psychologist, postulated 
that the mind and body were inseparable and the living organism 
experiences its bodily processes psychologically as affects, 
thoughts and desires. 

Robert Burton (1621) described some of the essential princi- 
ples of psychoanalysis. His therapeutic recommendations for 
melancholia included physical exercise, sports, chess, diet and 
moderation in sexual activities. 

There was also an increase in the number of institutions 
looking after the mentally ill. However, conditions within the 
institutions were far from satisfactory. Though the mentally sick 
were not tortured during this period, their conditions were 
agonising. If they were not institutionalised, they generally 
wandered around the countryside, and were humiliated. 

According to Alexander and Selesnick (1966) the cause for 
such inhuman treatment of the mentally ill was due to three 
main factors: (а) complete ignorance of the nature of mental 
illness, (b) the deeply felt dread of the insane, and (с) the belief 
that mental disease is incurable. Phillippe Pinel (1745-1826) 
played a very valuable role in changing the society’s attitude 
towards the insane. He appealed to people to consider the 
mentally ill as sick human beings and treat them with care and 
consideration. He pointed out that these people too deserved 
and needed medical treatment. William Tuke (1732-1819) and 
Benjamin Rush (1745-1813) gave added impetus to humane 
treatment of the insane during this period. While Pinel laid the 
foundation for a, systematic psychological therapy of mental 
disorders, Benjamin Rush who came to be called the father 
of American psychiatry contributed to the advancement of 
psychiatry. 

К As a result of these works and the contributions of many 
scientists, psychiatry became an independent science in the 
eighteenth century. The fatalistic belief of insanity being incura- 
ble was given up and a large number of institutions for the 
mentally ill persons were established and newer and more 
scientific forms of treatment Were introduced. Also, during this 


time the first sociological theories about the causes of mental 
illnesses were advanced. 
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The foundation of modern psychotherapy was laid towards 
the close of the eighteenth century by Mesmer’s ‘magnetism’ 
(Mesmer, 1734-1815), which subscribed to the concept that 
planets influenced physiological and psychological phenomena. 
This led to considering man as being endowed with a special 
magnetic fluid, a kind of sixth sense, which when liberated 
could produce amazing healing effects. 

In 1843, James Braid (1795-1866) published Neurophysiology 
in which he maintained that there was nothing magical about 
trance states; and that they were caused by excess muscle 
fatigue from a prolonged period of concentration and а conse- 
quent physical exhaustion. 

During this period, the disease model was modified by many 
who looked for psychological rather than biological factors 
causing mental illness. The development of successful psycho- 
logical techniques in the treatment of mental disorders, parti- 
cularly that of neurosis, accelerated the search for psychological 
rather than organic factors as determinants of mental illness. 
All these in turn helped in furthering humane treatment of the 
mentally ill and considering each individual as а unique entity 
with unique problems of his own, 


Development during the nineteenth century 

The first systematic treatise of psychotherapy was published 
in 1803 by the German physician Johann Christian Reil. He 
believed that mental disease was a psychological phenomenon 
and it required psychological treatment methods. He recognised 
the enormous difficulties that psychotherapy must overcome and 
stated that a psychotherapist needed greater talent, knowledge 
and technical facilities than physicians. He also pointed out that 
there existed an interaction between psychological and physio- 
logical phenomena and to understand the abnormal personality, 
one must have an understanding of normal healthy personality. 

Jean Esquirol (1772-1840) differentiated hallucination from 
illusion, and pointed out that man’s reasoning ability is sub- 
servient to his emotional needs, therefore, a person who commits 
a crime due to a mental disorder should not be punished but 
should be treated in hospital for the mentally ill. Moreau de 
Tours (1804-1884), a disciple of Esquirol, was of the view that 
mental symptoms were manifestations of disturbances in the 
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whole personality, and to treat a mental disorder one must 
understand the whole personality of the individual. Further, he 
also pointed out that dreams were real clues to understanding a 
disturbed mental function. These views were also shared by 
Johann Heinroth (1773-1843) whose psychotherapeutic measures 
emphasised removal or increase of stimulation. He believed in 
the individuality of the patients and said that the ultimate goal 
of psychotherapy should be the recognition of the individuality 
of the patients. 

During the later part of the nineteenth century, advance in 
psychology was made through philosophy and literature. For 
instance, Fechner, Spencer, Schopenhauer and Nietzsche among 
others helped in creating an intellectual climate in which impor- 
tant psychological work was possible. 

It was Johann Herbert (1776-1841) who contributed the most 
during the later half of the nineteenth century, by developing 
psychology into a separate empirical discipline. He visualised a 
threshold of consciousness beneath which psychological processes 
were not perceived but took place ‘unconsciously’. Herbert 
called conscious mental content as ‘appreciation’ and stated that 
below the threshold of consciousness, many ideas competed with 
one another for apperceptive attention until one is victorious, 
and which becomes conscious. Thus he introduced a quantitative 
factor into mental processes. 

G.T. Fechner (1801-1887) tackled the crucial problem of the 
relationship between an external physical stimulus and the sub- 
jective experience of the individual in terms of visual, auditory 
and tactile sensations. His experimental approach led to its 
wider use by psychologists leading to a new speciality called 
physiological psychology. 

Of the nineteenth century clinicians Jean Martin Charcot 
(1825-1893) propounded the theory that hysterical paralysis were 
related to mental concepts and demonstrated this through ex- 
periments, wherein he produced paralysis in hysterical patients 
through hypnosis. 

A medical psychologist who studied under Charcot was Pierre 
Janet (1859-1947). He formulated the theory that lack of integ- 
ration in personality results in splitting up of the conscious 
leading to hysteria and dissociative reactions. 

Towards the end of the nineteenth and in the beginning of the 
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twentieth century many psychiatrists became more interested 
in treating neurotic patients, as the latter’s problems appeared 
potentially amenable to rational psychotherapy. In this context, 
P.C. Dubois (1848-1918) put forward the view that to be effec- 
tive, psychotherapy should be rational and it should be able to 
convince the patient that his neurotic feelings, thoughts and 
behaviour were irrational. 


Development during the twentieth century 

Sigmund Freud’s psychoanalysis was introduced in this 
period. His book, Interpretation of Dreams was a milestone in 
the history of psychology. He was influenced by Jean Charcot 
and Hippolyte Bernheim in France who had developed theories. 
regarding the causes of mental disorders, and used hypnosis in 
their treatment procedures. Freud introduced hypnosis into his 
own practice in Vienna, and there again was influenced by the 
Viennese internist Joseph Breuer (1842-1925) who successfully 
treated a young woman using a new talking technique, termed 
catharsis. In their studies of hysteria, Breuer and Freud related 
the cure of hysterical symptoms to the release of blocked emo- 
tions. At the same time, Freud discovered the method of free 
association and gave up hypnosis completely. On the basis of 
his experience Freud discovered the importance of sexual dis- 
turbances in the production of neuroses. Some more physicians 
who were impressed by Freud’s discoveries joined with him and 
together they formed the first formal psychoanalytic society in 
Vienna in the year 1907. 

The first few members of the society included Alfred Adler, 
Carl Jung, Otto Rank, Karl Abraham and others, but many of 
them did not continue with Freud for long and developed their 
own theory of abnormal and normal behaviours. For instance, 
Adler who parted from Freud substituted aggressive drive for 
the sexual drive in the dynamics of the libido. Jung’s psychology 
of unconscious denied the sexual role of the libido and thus 
came his break from Freud. Despite many of his stalwarts leaving 
him, Freud continued his work and published his introductory 
lectures in psychoanalysis in which he dealt extensively with 
defense mechanisms such as projection, displacement, rationali- 
sation etc. In the second decade of the twentieth century, Freud 
published his book, Beyond the Pleasure Principle (1920), where- 
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іп he diiferentiated between ego drives and sexual libido propos- 

ing the theory of life and death instincts. This was followed by 
Freud’s general theory of personality consisting of the three 
basic components, the id, ego and the super ego. His writings 
towards the later years dealt with cultural phenomenon and 
marked the beginning of the application of psychoanalysis to 
social sciences. 

Following Freud, there were many exponents of psycho- 
-analysis—some of the renowned ones would include Н. Sache, 
Karl Abraham, Paul Federn, Sander Ferencsi, Theodre Reik, 
‘Sander Rado, Wilhelm Reich, P.F. Schilder, Franz Alexander and 
Anna Freud. Each one of these psychoanalysts had his/her own 
singular approach and thus contributed to the changes and 
modifications in psychoanalysis. 


Mid-forties to the present era 

Many treatment measures such as surgical, medical, mechani- 
cal and psychotherapeutic approaches were introduced in the 
treatment of mentally ill during this period. The behaviouristic 
approach in psychopathology was emphasised by the American 
psychiatrist, H.S. Sullivan, who based his approach on inter- 
personal theory, which was at variance with the strictly indivi- 
dual emphasis in psychoanalysis. His contribution was his 
pioneering work in psychotherapy with psychotics, wherein he 
tried to understand and correct the patient’s distorted com- 
munication process in the context of a patient-therapist relation- 
ship based on a reciprocal learning situation. This treatment, 
viz., psychotherapy with psychotics received high impetus in the 
work of Frieda Fromm (1950), and was later followed by many 
others such as John Rosen (1953). 

Group psychotherapy acquired momentum in the 1940s and 
1950s and many, for example, Slavson (1949) used this method in 
their work with children. Many researchers who were dissatisfied 
with empirical and intensive approach to psychotherapy 

$ attempted to introduce a more objective method in the therapeu- 
tic process. Outstanding effort in this area was that of Carl 
Rogers whose name is associated with ‘client-centered therapy’, 
which is characteriseq by genuineness, unconditioned positive 
regard for the patient and accurate understanding. Further, due 
to the influence of learning theories in psychology, many 
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researchers also attempted to subject the psychoanalytic tenet 
to experimental approach. 

During the decade 1950 to 1950, some new approaches, such 
as family therapy, came to be considered as the treatment of 
choice in many cases. Transactional analysis, milieu therapy and 
brief psychotherapy, were developed into independent techni- 
ques and carried out on patients with typical problems. On the 
other hand, there was also a rapid growth on the practical side 
with the introduction of behaviour therapy in the treatment of 
mental disorders. This was essentially a combination of Pavlov’s 
Reflexology and Thorndike and Hull’s American Instrumental- 
ism. 

Presently, an entirely new set of psychotherapeutic techniques 
have emerged, ranging from sensitivity training to encounter 
and marathon groups, to self hypnotic and ascetic practices 
derived mainly from yoga and Zen Buddhism. 

A major impetus to behaviour therapy stemmed from a dis- 
satisfaction with traditional psychotherapy, particularly psycho- 
analysis and psychoanalytically oriented therapy. The most 
significant and challenging criticism of traditional therapy was 


an evaluation of its efficacy (Eysenck, 1952). 
Thus, over the decades one finds the changes in the trends 


in the psychological treatment of mental disorders. A chart 
representing these changes is presented in diagram-l. It is 
interesting to note that the modern psychotherapeutic approach 
with its emphasis on relaxation, work therapy, recreation, re- 
education, catharsis, therapeutic relationship, etc. had all existed 
and had been tried out quite successfully in the ancient periods 
in one form or the other. It appears that psychotherapy has 
come full circle from a totally inhuman to a totally human 
approach with an almost equal emphesis on prevention and cure 
of mental illnesses. 
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3. Types of Psychotherapy 


The historical account ‘indicated the changed trends in the 
psychological treatment approaches to mental disorders. These 
in turn have resulted in varied types of psychotherapies, each of 
which is found effective in treating different types of mental ill- 
nesses. As stated by ‘Bloch (1979) there are a large number of 
schools of psychotherapy each proclaiming its own special 
virtues, and all these could be subsumed under basically two 
categories: (а) the religio-magical, and (b) the empirical-scienti- 
fic (Frank, 1977). On the other hand, Brown and Pedder (1979) 
mentioned two major psychotherapies, psychodynamic psycho- 
therapy and behavioural psychotherapy. While the former is 
based on Sigmund Freud’s work and psychoanalysis, the latter 
is based on Pavlov’s work and conditioning principles. 

Cawley (1977) classified psychotherapies on the basis of the 
professional background and training of practitioners and the 
limitations imposed by their specialisation. According to him, 
psychotherapy is of three types: (а) outer, (b) intermediate, 
and (c) deeper psychotherapy. 

Sahakian (1976) had earlier divided psychotherapies into 
seven main classes, as follows: 


(i) Dynamic and psychoanalytic approaches: include 
Freud’s psychoanalysis, Adler’s individual psychology 
therapy, Jung’s analytical psychotherapy, Rank’s will 
therapy, Sullivan’s interpersonal psychotherapy and 
Horney’s character analysis therapy. 

(ii) Learning theory approaches: include learning theory, 
psychotherapy (Dollard and Miller), psychotherapy as 
modelling and vicarious processes (Bandura), psycho- 
therapy by reciprocal inhibition (Wolpe), interference 
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theory, that is, assertion-structured therapy (Phillips). 

(iii) Cognitive approaches to psychotherapy: include logo- 
therapy (Frank), rational emotive psychotherapy (Ellis), 
philosophical psychotherapy (Sahakian), morita therapy 
(Morita), reality therapy (Glasser), gestalt psychotherapy 
(Perls et. al.), personal construct psychology (Kally). 

(iv) Phenomenological and existential approaches: include 
non-directive counselling, such as client-centered therapy 
by Rogers, existential psychotherapy and Dassein ana- 
lysis by May, Binswanger and Ellienberger, experiential 
or non-rational psychotherapy by Whitaker and 
Malone. 

(у) Group psychotherapy: includes transactional analysis by 
Berne, group psychotherapy and psychodrama by 
Moreno, analytic group psychotherapy by Slavson, 
milieu therapy by Maxwell Jones and Rappaport, en- 
counter group by Rogers, and conjoint family therapy 
by Satir. 


(vi) Counselling psychology: includes educational and guid- 


ance counselling such as Patterson’s counselling psycho- 
logy; counselling relationship and counselling psychology 
by Bordin. 

(vii) Hypnotherapy based on hypnotism by Wolberg. 


_ Korchin (1976) pointed out that the numerous but distinc- 
tlve forms of psychotherapy currently being practiced could be 
brought under three major systems, namely, psychoanalytic, 
behaviouristic, and humanistic existential systems. These systems 
differed in their techniques, the concept and development of 
personality as well as in terms of psychopathology. Wolberg 
(1977) who is one of the important authorities on psychotherapy 
classified the psychotherapies broadly into three categories: 
(1) supportive, (2) re-educative, and (3) reconstructive therapies. 
Each of the above categories consists of a large number of 
therapeutic techniques, and thus almost all the therapies being 


Practiced as of toda: j 
y get covered 
systems. 8 under these three major 


1. Supportive therapy 


The in ai У 
main aim of supportive therapy is to restore о" main- 
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tain the status quo in two major groups of patients, namely, 
(a) those reacting to a crisis such as divorce, loss of job, ог 
academic difficulties; and (5) those who are severely handicapped 
emotionally and interpersonally. In both these cases the distress 
and tension impair their usual ways of coping with problems. 
Though the therapist may see no prospect of fundamental 
improvement, he responds to the patient’s need for continuing 
help to maintain the best possible adaptation. For both the 
groups exploration in depth is not warranted, and the therapist 
aims to reach one of the three following objectives depending 
on the problem the patient faces: (а) strengthening the existing 
defenses; (b) restoring to an adaptive equilibrium; and (с) elabo- 
rating new and better mechanisms of maintaining control. 

Various approaches applied under supportive therapy are: 
guidance, tension control like self-relaxation, meditation, bio- 
feedback; milieu therapy; externalisation of interests; reassurance; 
prestige suggestion; pressure and coercion; persuasion; confession 
and ventilation; somatic therapies; and inspirational group 
therapy. These are being discussed briefly in the following 
sections. 

Guidance: This is a term given to a number of procedures 
which provide active help in the form of fact giving апа inter- 
pretation, in such matters as education (educational guidance), 
employment (vocational guidance), health and social relation- 
ships (Wolberg, 1977). Mostly guidance aims at a specific 
disturbing problem that interferes with the adjustment. 

Tension control: Tension beyond a point paralyses productive 
work and provokes a variety of physiological and psychological 
symptoms that divert the person from concentrating on the 
tasks, and hence it is necessary to control this tension. Of the 
methods used to control this tension are self-relaxation, self- 
hypnosis, meditation, yoga, Zen, autogenic training, biofeed- 
back, which are considered as more common methods. All these 
methods have basically four principles, minimization of external 
stimuli, focus оп a single stimulus, rendering patient toa state of 
passivity, and a comfortable position. Minimization of external 
stimuli involves ensuring a quiet environment devoid of distrac- 
tions. Focus on a Single stimulus involves the focussing of the 
patien t’s attention on a simple sound or gazing at an object for 

a certain period of time. Rendering patient to a state of passi- 
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Persuasion: In this method, the aim of the therapist is to over- 
come the conflicts that the patient faces through the use of will- 
power, self-control and powers of reasoning, by the patient. The 
latter is persuaded to revise his values and philosophy with the 
aim to change the significance of habitual attitudes against 
which the patient is rebelling. 

Confession and ventilation: This is one of the most common 
methods of relieving emotional tension, wherein one talks over 
his problems with a friend or with a professional person. The 
beneficial effects are due to the release of pent up feelings and 
emotions. 

Somatic therapies: These are mere adjuncts rather than any 
form of psychotherapy, and havea positive effect on the morale 
of the patients and their families. These therapies include 
Pharmacotherapy, convulsive therapy, electrosleep, psycho- 
surgery, etc. 

Inspirational group therapy: Many who are not willing to 
undergo individual psychotherapy, or are unable to afford it or 
unmotivated for any other type of intervention, may be prepared 
to try out this method. Here, generally, the ex-patients join 
themselves together in the form of a club or association, meet 
regularly, discuss their common specific problems uninhibitedly 
and invariably commit themselves to a certain course of action 
on their own. There is no pressure of any kind on them and 
they willingly Stay on in the group as it provides considerable 
Support to their emotional difficulties. 

Thus, under Supportive therapy, there are various forms 
which are used to alleviate the symptoms using different techni- 
ques ranging from merely helping the patient to verbalise his 


feelings to involving him in varied physical and psychological 
activities. 


2. Re-educative therapy 


| Re educative therapy has more extensive goals than suppor- 
tive Psychotherapy. It actually aims to remodel the patient’s 
attitudes and behaviour in line with a better adaptive life 
integration, The major objectives of te-educative therapy include, 
(а) readjustment: (b) goal modification; (с) behaviour modifica- 
tion; (d) promotion of greater self-growth; and (e) helping 
individuals to live up to their existing creative potentialities. 


— 
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The fundamental assumption of re-educative therapy is that 
if one succeeds in altering a significant pattern in one’s life, the 
restored sense of mastery will generalise over a broad spectrum 
of behaviour. (Wolberg, 1977) 

Re-educative therapy consists of various therapeutic measures, 
such as behaviour therapy, therapeutic counselling which in- 
cludes client-centered therapy and directive approaches; case- 
work therapy; relationship therapy and attitude therapy; distri- 
butive analysis and synthesis; and re-educative group therapy. 
Each of these is being discussed in the following sections briefly. 

Behaviour therapy: Behaviour therapies evolved out of ex- 
perimental psychology, rely largely upon experimentally derived 
principles of psychology, especially learning principles. The 
fundamental tenet of behaviour therapy is that all behaviours 
are learned, even the maladaptive behaviours. The behaviour 


therapists help the client to unlearn the unadaptive behaviours 
and replace them with newly learned adaptive behaviours. The 
aims of behaviour therapy are primarily educational and the 
techniques facilitate improved self-control. 

The steps and techniques involved in behaviour therapy 
include (a) analysis of the maladaptive behaviour; (b) choice of 
technique; (c) preparation of the client for the treatment; and 
(d) application of the treatment technique chosen. A careful 
systematic analysis of the client’s behaviour is crucial to the 
success of behaviour therapy. 

In analysing the maladaptive behaviour, observation and 
interviewing are the two methods relied upon by behaviour 
therapists. They sometimes gather information through ques- 
tionnaires as well as from other people associated with the 
patients. This results in the identification of the maladaptive 
behaviour to be changed and the variables that caused it. Having 
identified the target of the therapy the behaviour therapist 
chooses from amongst a wide range of techniques an appro- 
priate one which could be used to change the behaviour. The 
next step in behaviour therapy is to prepare the client for the 
treatment and the fourth step is the actual application of the 
technique. All these four steps are clearly part of the same 
therapeutic programme and all may overlap. 

Techniques of behaviour therapy: Generally, these are directive 
and aim at manipulating the variables of behaviour that are 
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believed to be completely identifiable in terms of contemporary 
stimuli. It always aims to maximise the individual’s control and 
responsibility for determining the nature and course of what is 
to be changed. Generally, in behaviour therapy, objectives are 
explicitly defined and conditions are deliberately controlled to 
change the disturbing emotional reactions to provocative situa- 
tions. Among the procedures are: (1) desensitization; (2) extinc- 
tion; (3) punishment; and (4) counter-conditioning. Wolpe (1958) 
outlined fourteen techniques of behaviour therapy, and to that 
Lazarus (1971) added a few more tehniques and thus presently 
there are more than twenty-four basic techniques of behaviour 
therapy. Some of the major techniques are discussed below. 

Systematic desensitization: The basic assumption behind 
desensitization procedures is that the fear evoked by sub- 
jectively threatening situations can be reduced by a graded and 
progressive exposure to a hierarchy of anxiety-generating situa- 
tions. The therapist first lists out the various anxiety-provoking 
stimuli for the patient and arranges them in an ascending level, 
viz., from the least anxiety-provoking stimuli to the most anxiety- 
provoking stimuli. Then he teaches the client to employ various 
anti-anxiety responses, such as deep muscle relaxation, pleasant 
imagery, or rotational self-assurance, etc., initially to the 
least anxiety producing stimuli and gradually ascends the 
hierarchy of other stimuli until the patient is able to get over 
the anxiety in the ‘most anxiety-provoking’ situation. Thus, the 
anxiety responses are systematically extinguished at each level of 
anxiety. This procedure is thus appropriately termed system- 
atic desensitization. 

Aversive conditioning: This technique is also based on the 
conditioning model. In this punishment is used to associate an 
unpleasant, aversive outcome with behaviours which are consi- 
dered ‘maladaptive’. This method is generally used with 
alcoholic and drug addicts. For instance, alcoholics are adminis- 
tered certain drugs and immediately thereafter are given alcohol 
to drink. The drug reacts with alcohol to produce extreme 


nausea and vomiting which are extremely unpleasant for the 
alcoholic. Ultimately he gives up alcohol. 


Operant conditioning: In this 
upon desirable behaviours, 
‘undesirable’ behaviours. Th 


ə reward is made contingent 
and the absence of reward upon 
е choice of rewards depends upon 
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what the patient perceives or considers as rewarding, for 
instance, sweets, going for a walk, listening to music. These 
rewards then are withheld or given depending upon the patient’s 
behaviour. 

Implosive therapy: Just as in systematic desensitization, in 
this technique also the neurotic behaviour is considered arising 
out of conditioned avoidance of anxiety arousing stimuli, and 
the patient is made to imagine and relive aversive scenes. The 
therapist thus elicits a massive flood of anxiety or ‘implosion’ 
of anxiety. With repeated exposure to anxiety-provoking stimuli 
in a ‘safe’ setting, the patient is helped to overcome the anxiety 
and neurotic avoidance behaviour. 

Behaviour rehearsal: In this method, deficient social or inter- 
personal responses are replaced by efficient and effective 
behaviour patterns (Lazarus, 1966). This is achieved by making 
the patient practice the desired forms of behaviour repeatedly 
under the direction and supervision of the therapist. Many 
situations are enacted by the therapist who assumes the role of 
some of the important people in the patient’s life, and gradually 
helps the patient to learn to respond effectively to various situa- 
tions. Role playing and role reversal are two important compo- 
nents of this technique. 

Modelling: This is based on social modelling, wherein the 
patient is helped to change his behaviour by imitating the 
behaviour of the therapist. This method was developed by 
Bandura (1969, 1971) who tried to help children learn certain 
behaviours by imitating the models. 

Flooding: This referes to a procedure which involves рго- 
longed high intensity exposure to phobic stimuli. For instance a 
patient with acrophobia, fear of heights, would be placed at a 
height and is thus flooded with extreme anxiety. Initially, the 
duration of flooding him will be short but with each succeeding 
trial, the duration is increased and thus the patient is made to 
gradually stay at heights for longer periods of time without 
anxiety. Gradually, the patient gets over the fear of heights. 

Thus there are varied techniques in behaviour therapy and 
a particular technique is chosen depending upon the typical 
problems of the patient. Most therapists, who have used 
behaviour therapy techniques, have generally reported success. 
Despite such success, behaviour therapy is criticised on the 
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grounds that (7) it fails to include the subjective experiences of 
the individual, which are highly meaningful to him; (ii) it does 
not take into consideration the relatively more complex 
dimensions such as love, faith, hope, etc.; and (iii) it fails to 
recognise the interactional context and the problem of self- 
direction. 

Shapiro (1976) criticising the report of the American Psy- 
chiatric Association’s Task Force on behaviour therapy, states 
that the current claims for its therapeutic efficacy are excessive 
and unsupported by clinical evidence. Some are of the view 
that behaviour therapy is antihumanistic as it treats persons as 
‘machines’ and does not treat the whole person, but only certain 
parts of his symptoms. Behaviour therapists are often criticised 
for not respecting the autonomy of their clients and there is 
hardly any effort to evaluate the individual’s personality or his 
needs or the meaning of the symptoms to the patient. Further, 
it is also pointed out that follow-up studies are not particularly 
impressive regarding the permanency of change once the indivi- 
dual leaves the milieu in which appropriate reinforcements 
existed. 

Despite the above criticisms, behaviour therapy appears to 
have three distinct advantages: (a) the precision of the treatment 
approach; (b) the economy of time, cost and personnel; апа (с) 
the dependence on explicit principles of learning. Although 
behaviour therapy is not a ‘cure-all’, it has been demonstrated 
to be effective in the treatment of a wide range of maladaptive 
behaviours (Frankel, 1970). 

Client-centered therapy: Under re-educative therapies, the 
next to behaviour therapy figures the client-centered therapy by 
Rogers (1961). This therapy forms part of ‘therapeutic coun- 
ешп, and н considered a non-directive approach. In this the 
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helps the client to express his feelings freely, and gradually he 
begins to see the inconsistencies between experience and the 
concept of self. The latter begins to get reorganised and change 
assimilating the previously distorted feelings, thereby rendering 
the patient to develop a more meaningful and appropriate 
evaluation of himself. 

Of the various techniques used in this therapy, clarification 
of the client’s feelings, acceptance, restatement of contents and 
non-directing are more frequently used. In addition, cautious 
use of approval and interpretation are used in therapy. 

The main criticism against the client-centered therapy is that 
it is effective only in the cases of individuals with relatively 
sound personality structure who require aid in clarifying their 
ideas about a current life difficulty or situationa] impasse and 
who may be responsive to a ‘helping process’. It is far less 
effective in emotional problems which contain strong anxiety 
elements. 

Within the category of ‘therapeutic counselling’, apart from 
the client-centered therapy, another technique is the directive 
approach. In this the therapist takes an active role wherein he 
determines (i) the problems which need priority attention, (її) 
the immediate and remote objectives, and (iii) the plan of 
action. * 

The therapist uses persuasive and commanding tactics and 
exerts strong pressures on the patient, even purposefully mobiliz- 
ing tension or reducing it with supportive techniques if tension 
becomes unbearable. Thus, in this approach the therapist tears 
down, rebuilds, and resynthesises the personality. Some of the 
common techniques used under this category are rational- 
emotive therapy (Ellis, 1973) programmed psychotherapy 
(Young, 1974), decision therapy (Greenwald, 1974) and reality 
therapy (Glasser, 1965). 

Casework therapy: Generally used by social workers, case- 
work is based on interviews and aims to help the individuals 
find a solution to problems of social adjustment. It involves 
three aspects, the case study, the plan and working out the plan 
with the client. Casework can be both preventive and remedial: 
as it draws its knowledge largely from psychoanalysis, psycho- 
logy, sociology and other behavioural sciences, the process of 
helping in casework is almost similar to that of psychotherapy. 
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The client generally comes to the caseworker with a problem 
which is invariably external and the ultimate objective of social 
casework is to enhance the individual’s social functioning. Thus, 
the casework treatment focuses on social change, enhances the 
growth processes within the individual and helps to diminish the 
regressive tendencies and develop a more realistic appraisal of 
inner capacities. 

The initial inquiry is crucial to casework wherein important 
information is secured about the client, his social situation and 
the difficulties that had brought him to the agency. The treat- 
ment is directed towards strengthening the adjustive skills of 
the client and reducing the destructive environmental pressures. 
With the increasing understanding the client improves in his. 
strength and also learns to solve many of his problems. 

Relationship and attitude therapy: Under the re-educative 
therapy, next to casework is the relationship and attitude therapy. 
In this the focus of treatment is organised around the patient- 
therapist relationship, which acts as a vehicle that promotes 
changes and serves as a target for an inquiry into the basic inter- 
personal patterns (Levy, 1938). Before the relationship therapy, 
David Levy (1937) used attitude therapy on children by 
working with parents who had disturbed attitudes causing in 
turn disorders in children. Both these therapies have re-educa- 
tive procedures which aim at changing the distortions and 
promoting better interpersonal relationship between the patient 
and his family members. 

Distributive analysis and synthesis: This therapy, called also 
psychobiologic therapy, is based on the negotiation between the 
patient and therapist for the most favourable solution. Detailed 
discussions are carried out by the therapist with his patient 
regarding various factors that had contributed to his illness. 
This discussion process by itself helps the patient to gain 
insight into his difficulty and thus enables him to get over his 
problems. Techniques used in this therapy include suggestion, 
guidance, Teassurance, persuasion and confession, which are 
sometimes used even jointly to attain the goal of a more con- 
structive adaptation. 

Re-educative group therapy: It is well-known that the groups 
of which an individual is a member, influence his perception, 
decision-making, values and prejudices. Group dynamics share 
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with psychotherapy the common goal of altering the norms in 
the individual. Both group therapy and psychotherapy comple- 
ment each other. As pointed out by Slavson (1957) there are con- 
siderable interpersonal actions and reactions which complement 
the effect of group dynamics. As each patient interacts with 
other members and his behaviour is discussed frankly, he gains 
greater self-understanding and begins to cooperate and develop 
insight into his own behaviour. 

The techniques used include activity group therapy, directive 
didactic group approaches, non-directive group therapy, family 
therapy and marital therapy, each of which focuses on certain 
problem areas concerned with a particular aspect of the indivi- 
dual’s life. 

Various techniques and therapies have been discussed which 
form a part of re-educative therapy. Though the techniques 
and approaches differ, the main aim of all the therapies under 
this category is one of educating the patient to remodel his 
attitudes and behaviour in line with a better, more adequate 


and adaptive life style. 


3. Reconstructive therapy 

Reconstructive therapy is even more extensive than suppor- 
tive and re-educative therapies. It is distinguished from suppor- 
tive and re-educative therapies by the degree and quality of 
insight mobilised. For instance, in supportive therapy, efforts 
at insight are minimal while in re-educative therapy they are 
relatively more extensive though focused mainly on the conscious 
problems. On the other hand, in reconstructive therapy the 
objectives are two-fold, (i) developing insight into unconscious 
conflicts with the aim to achieve character alteration, and (ii) 
contributing to personality growth with development of new 
adaptive potentialities. 

The reconstructive therapy makes use of various therapeutic 
measures such as Freudian psychoanalysis, Kleinian psycho- 
analysis, ego analysis, neo-Freudian and non-Freudian psycho- 
analysis, existential analysis, psychoanalytically oriented psycho- 
therapy, transactional analysis and analytical group therapy. 
Some of these are being discussed briefly in the following 
sections. 

Freudian psychoanalysis: Among his many contributions, 
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Freud gave a theory of development of personality, a theory 
of psychological (mental) functioning and a theory of neurosis 
together with a technique for its treatment. As Smail (1978) 
states, one could caricature Freud’s conception of psychological 
functioning as a whole, to a vast steam engine in which the 
motive power of ‘libido’ is forced through various valves (defense 
mechanisms) and chambers (levels of consciousness) until it is 
finally converted into observable activity. Behaviour is deter- 
mined by the way in which the individual manages to deal with 
his sexual and aggressive energy (libido) from the early vicis- 
Situdes of breast feeding, toilet training, resolution of Oedipal 
conflicts to the full flowering of genital sexuality. All later 
development, particularly the formation of neurotic symptoms, 
was seen by Freud as hinging on the conscious and unconscious 
manoeuvres which were brought to bear in the attempted resolu- 
tion of these sexual problems. The behaviour of the individual was 
explained by Freud in terms of the Id, Ego and the Super ego, 
wherein the Id representing the instinctive and irrational aspects, 
the Ego representing the rational and logical aspects and the 
Super ego representing the moral aspects of the personality, 
interacted with each other to determine the behaviour of the 
individual. Through psychoanalysis the individval could become 
aware of the unconscious aspects of his behaviour and bring 
them under control with the help of the analyst who used certain 
techniques such as transference, interpretation of dreams, analysis 
of resistance. Thus, the four basic techniques used in psycho- 
analysis are free association, dream interpretation, analysis of 
resistance and transference. 
Psychoanalysis has been criticised mainly on four grounds: 
it is tedious, time consuming, painstaking and expensive. Further, 
‘only certain kinds of patients such as youths or those possessing 
a fairly high level of intelligence and those who possess the 
ability to take some decision for their problems, can benefit 
from psychoanalysis, Psychoanalysis is also criticised for its 


ee оп sex drives, undue pessimistic view about basic 
uman nature as well as the extreme importance given to un- 
“conscious processes, Despit 


‹ e these criticisms, Freud’s formula- 
tion of the nature of conscious and unconscious, the concept of 
repression and other defense mechanisms have proved to be of 
fundamental importance to the entire field of psychiatry. 
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Kleinian psychoanalysis: While Freud contended that superego 
‘evolved at the time of resolution of Oedipus complex (that is, 
around four years), Melanie Klein was of the view that the super 
‘ego got organised soon after birth. Kleinian theory holds that 
neurotic difficulties that occur during and beyond childhood are 
manifestations of paranoid-schizoid or depressive patterns. An 
important mechanism in Kleinian theory is the ‘projective 
identification,’ where parts of the self and internal objects are 
split and projected into an important external object for the 
purpose of possessing and controlling it. Projective identifica- 
tion also aims at avoiding separation from the ideal object by 
uniting with it. Bad parts of the self may be projected to get 
rid of them and good parts to keep them safe or to avoid 
separation. At certain times, when normal mechanisms fail to 
protect the ego from anxiety, the ego may disintegrate as a 
defensive measure and then project the fragmented pieces. 
Kleinian concept of phylogenetically created images of the 
genitals, breasts and primal scene and the description of incor- 
porative and projective symbolic thought processes in infancy 
are considered by critics as fanciful projections of a theoretically 
biased therapist. It is also insisted that focusing all psycho- 
pathology on distortions developed during the first year of life 
is too limiting. 

Ego analysis: According to this theory (Fairbairn, 1954), 
behaviour is considered to be neither the byproduct of instinc- 
tual energies nor the result of situational events. It is on the 
contrary a mode that reflects and achieves relative independ- 
ence from both through the development of autonomous stable 
response structure. Healthy behaviour is under conscious control 
and when the ego loses its autonomy from the id or from reailty, 
behaviour is no longer under conscious control and pathology 
may ensue. 

The main criticism against this technique is that it has not 
really given up the archaic classical model but merely altered it 
to fit into a more palatable framework of development and 
learning. The mechanisms of adaptation are so complex and 
involve so many facets of behaviour that such models cover 
only limited areas of operation. 

Neo-Freudian and non-Freudian psychoanalysis: These two 
techniques figure under the reconstructive therapy. Neo-Freudians 
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are those who parted from Freud even though they were all 
basically psychoanalysts. Carl Jung and Alfred Adler were well 
known dissenters amongst Freud’s contemporaries; Carl Jung 
founded his own school called analytical psychology while 
Adler founded his school called Individual psychology. Jung 
objected strongly to Freud’s all embracing sexual reductionism, 
and laid much more emphasis on the spiritual strivings of men 
to make sense of their lives and to develop their individuality 
fully. His central focus was on religion and mythology and he 
used his religious and anthropological studies as a basis for the 
elaboration of a view of the unconscious mind which emphasised 
the common spiritual foundations of man’s experience (the 
collective unconscious). 

Adler (1911) did not agree with the infantile sexuality and 
libido theory of Freud. Biological forces were considered by 
him as only secondary to the social forces in influencing man’s 
development. Every individual was unique and hence his or her 
psychology was an ‘individual psychology’. Adler pointed out 
that the personality was not solely determined by unconscious 
forces, and that man could consciously change his behaviour. 
He placed great emphasis on the individual’s responsibility for 
his actions and for changing the actions also. He evolved a 
theory of neurosis based on the idea that behaviour must be 
examined from both historical and teleological standpoints. 
He did not agree with the separation of Id, Ego and Superego 
and considered the body and mind as indivisible, goal directed 
and unified, 

Otto Rank (1947) also parted from Freud and developed his 
theory of ‘birth trauma’. He put forward a more flexible active 
patient-oriented treatment process, with the patient determining 
the particular mode of reaching self-direction and self-determina- 
tion. He agreed with Freud’s concept of birth trauma (which 
arose out of a forceful separation of the child from the mother 
at the time of birth), and identified two sets of Strivings as a 
кчы sarge an impulse to return to the womb to 
rebirth or epson Кот ко к (оча се ёч» 
dependence. While the г ч гена Шан. to eniye my 
nature, the latter паана ia атану н os ще 

ЖЫ in а will to grow to achieve ‘indivi- 
duation’ and separate oneself from confining relationships. 
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According to Rank, the life of the person was governed by these 
contradictory strivings to unite and to separate. 

Rank was of the view that during psychotherapy the patient 
gets a unique opportunity to live through with the therapist, his 
own past experiences, particularly the birth trauma and to 
move toward a more complete individuation. Psychotherapy was 
thus essentially a therapist-patient relationship in which the 
therapist mobilizes the patient’s ‘creative will impulse’ for 
positive self-realisation. Generally, a time limit is set in this 
therapy which is believed to act asa catalyst to the union- 
separation conflict. As a contrast to Freudian analysis, no 
attempt is made to bring out sexual material, resistance is 
accepted as inevitable and transference is considered an aspect 
of the growth process in which there is a strengthening of the 
‘will’ to be oneself. 

Erick Fromm (1941) was another psychoanalyst who rejected 
Freud’s emphasis upon the instinctual or sexual basis of behavi- 
our in psychoanalytic theory and stated that human motivation 
апа behaviour were culturally determined. According to him, 
the society by creating conditions allows or deters gratification 
of the various biological and psychological needs of man. The 
individual develops a ‘social character’ as a result of the societal 
conditions in which he is born and brought up. Love, hatred 
and lust for power are all products of social processes. 
Fromm believed that neurotic and characterological deformations 
were mere attempts to escape from the warping, alienating 
effects of the society. It is the ‘sick’ society that drives man into 
insanity, self-destruction and anti-social behaviour. Thus, Fromm 
advocated a therapy in which the society should be set right in 
order that the individual may become normal and healthy. 

Karen Horney (1937) rejected the Freudian emphasis on 
instinctual or sexual basis of behaviour and put forward the 
concept of basic anxiety and its relation to neurotic self-strivings 
and to sources of insecurity throughout life. The basic sources 
of anxiety stem from family and society wherein environmental 
factors, such as relationship with mother, obstruct the child’s 
psychic growth. To keep this basic anxiety at a minimum, the 
individual resorts to either or a combination of the following 
three moves: (i) moving towards poeple; (ii) moving against people; 
and (iii) moving away from people. When any of these moves 


38 Textbook of Psychotherapy 


becomes compulsive, it results in neurotic forms of behaviour. 
Hence the treatment has short term and long term goals; the 
immediate goals might be simply to create a supportive relation- 
ship with another interested person so as to prevent an imminent 
disintegration or the goal may be merely to define and emphasise 
constructive assets or to educate the patient about what consti- 
tutes analytic work; the long term goal, however, is to mobilize 
the constructive forces within the individual and change his 
personality. 

Sullivan (1953, 1962) put forward the interpersonal theory 
to explain human behaviour. He stressed that emotional illness 
is both nurtured by and manifested in disturbances in inter- 
personal relationship. He also rejected the libido theory of Freud 
and regarded sexual disturbances as one aspect of interpersonal 
disorganisation. In childhood the significant persons are mother 
and father and the relationship between the child and the 
‘mothering one’ leads the child to imbibe the attitudes, values 
and standards dictated by parental sancations. Any frustrating 
experiences in early years with parents or other important adults 
may lead to emotional problems. 

His therapy, therefore, focused on interpersonal processes in 
which the psychiatrist functions as а participant-observer. The 
focus in therapy is on anxiety and on the interpersonal context 
in which it occurs. He introduced communicative process in his 
therapy to ascertain the patient’s response to anxiety. He 
believed in the active participation of the therapist in every 
session. Therapy is discontinued when the patient acquires. 
skill in achieving improved interpersonal relationship in his life 
situations. 

Existential analysis: This therapy is another technique used 
under reconstructive therapy. Existential analysis places emphasis 
on the meaning of one’s own existence. It states that only by 
finding a purpose in one’s life can one experience the true sense of 
‘being’ in the world, which fuses the physical, psychological and 
Spiritual natures. A human being, according to this therapy, 
cannot approach problems of existence solely through objective 
means, and that the ultimate values can be achieved only 


through moral, ethical and spiritual means and not by mere 
objective approaches, 
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As for treatment, while many existential analysts use pri- 
marily the same techniques as the dynamic therapists, there is a 
difference in the theoretical and methodological treatment of 
the material and of the patient in the existential system. One 
of the differences is that in the latter system the life history of 
the patient is seen as a way of being in the world, and по рге- 
conceived theory is used to understand the patient’s past life. 
Each individual is seen as a unique person with a unique back- 
ground that plays an important role in his present ‘being’. No ` 
assumptions are made about the meaning of the past incidents. 
The other difference is that, the therapist is an existential 
partner to the patient who helps him re-establish the lost 
communication with others and with himself. It is an encounter 
in which both the patient and the therapist feel that they are 
participating in it, and helps the participants understand the 
ego states in which they are communicating with each other. 
Berne characterised many of the social interactions as ‘games’, 
and analysing the ‘games’, the clients are made aware of their 
basic coping patterns and their consequences in terms of the 
interpersonal relationships and life adjustments. Transactional 
analysis also reveals how people unthinkingly manipulate and 
harm other people as well as themselves. Thus, it helps to achieve 
more authentic, meaningful and satisfying interpersonal 
relationship and life style. 


Analytic group therapy 

Generally, this therapy, part of the reconstructive therapies, 
goes through five stages, the diagnostic stage, wherein the patient 
has many therapeutic sessions before he joins the group; the 
free association and interactional stage, wherein members of the 
group become free and uninhibited in their interaction; the 
stage of breaking loose the patient’s defence, wherein the con- 
flicts of the patient are exposed after loosening his defences; 
analysis of resistance stage which consists of analysing the 
patient’s resistance to various aspects in life situation and group 
situation; and the fifth stage is the analysis of transference and 
resolution. It is said that more penetrating analytic explorations 
are possible in groups than in individual analysis because the 
‘group ego’ with which each member identifies himself, supports 
his impoverished ego and heightens tolerance to anxiety. 
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Thus, there are various forms of therapies in dealing with 
mentally ill persons and they have many common factors and 
certain typical features which distinguish them from other 
therapies. Table 1 presents some of the common factors in the 
three major therapeutic systems, while Table 2 presents the 
specific factors in the three therapies. 


Table 1 
Differences and Similarities in Psychotherapies 
Common factors Supportive Ке-ейи- Reconst- 
cative ructive 
1. Patient with a degree of discomfort 
approaches therapist for help Yes Yes Yes 
2. Detailed interview to explore the 
extent of disorder Yes Yes Yes 
3. Client is afforded an opportunity 
to verbalize his problems Yes Yes Yes 
4. А client-therapist relationship is 
developed Yes Yes Yes 
(ealier less 
emphasis) 
5. Determining the sources and 
dynamics of the problem Yes Yes Yes 
6. Emphasis on insight and under- 
standing Yes Yes Yes 
7. Catharsis and release of emotion Yes Yes Yes 
8. Therapist has the opportunity to 
observe and react to the 
characteristic behaviour of the 
patient Yes Yes Yes 
9. Use of the following techniques: 
(a) Suggestion Yes Yes Yes 
(b) Abreaction Yes Yes Yes 
(c) Manipulation Yes Yes Yes 
(d) Clarification Yes Yes Slightly 
Yes 
(e) Interpretation Yes Yes Yes 


(£) Reassurance Yes Yes Yes 
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Table 2 
Specific Factors Supportive Re-edu- Recons- 
cative tructive 
1. Free association Yes very No Yes 
little 
2. Dream interpretation Yes very No Yes 
little No Yes 
3. Symptom focus No Yes Yes 
4. Psychodynamic factors 
and early childhood 
experiences Yes to some No Yes 
extent 
5. Emphasis on physio- 
logical state No Yes No 
6. Relaxation technique No Yes No 
7. Desentization implosive 
and other therapies No Yes No 
8. Development of 
transference No No Yes 
9. Termination in stages Yes to some Ends as Yes 
extent symptoms 


disappear 


4. Needs, Scope and Goals 


With the increasing stresses of modern living it is not surpris- 
ing that a large number of persons become emotionally disturbed 
and need psychological help. In the United States, millions receive 
psychotherapy each year in a multitude of forms from psycho- 
analysis to simple supportive therapy in groups or alone. The 
demand for pyschotherapy is unending. To quote Kaplan 
(1970): 


It is unbelievable that individual psychotherapy was once an 
elitist privilege, but it has now been democratised. The 
general population now feels entitled to it, and is seeking it 
out. In prior times, people would take care of ordinary life 
crisis by themselves or with the help of their families. Now 
they all want psychotherapy. 


Need for psychotherapy 

The need for psychotherapy can be considered under three 
categories: (i) individual need for psychotherapy, (її) social need 
for Psychotherapy, and (iii) need of special groups for psycho- 
therapy. 

(i) Individual need for Psychotherapy: It is well-known that 
initially psychotherapy as a method of treatment was adminis- 
tered to only those who suffered from severe disorders of emo- 
tional adjustment, However, as time advanced and problems and 
stresses increased, psychotherapeutic help began to be sought by 
many not only to overcome their emotional problems but also 
their shortcomings as well as to realise their full potentialities, 
For instance, a person may seek Psychotherapeutic help to 
become more efficient and effective in his work or may require 
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help to be more assertive or obtain greater satisfaction from his 
family. 

(ii) Social need for psychotherapy: Studies on incidence of 
mental disorders have shown an increase in the recent years 
(WHO, 1976). This fact is further clearly brought out by the 
statistics of the population of mental hospitals and the frequent 
warnings that mental institutions are getting overcrowded. Also, 
there are millions of people who suffer from emotional prob- 
lems and who can benefit from psychotherapy, but hardly ever 
consult any professionals or specialists. The increase in the rate 
of delinquency, crime and drug addiction indicates that the con- 
ditions in the contemporary life of the society need attention so 
that individuals can be more stable and better organised. Perhaps 
provision of psychotherapy and counselling services might help 
to straighten out the distorted emotional life of those whose 
social adjustment has gone awry. 

(iii) Needs of special groups for psychotherapy: In addition 
to the needs of individuals and society, there are certain special 
groups with typical problems who need psychotherapy. For 
instance, psychotherapy is needed for children with emotional 
problems attending child guidance clinics in schools. It is also 
needed in colleges in the counselling centers for students. Indus- 
tries also need psychotherapy in their employee counselling 
programmes, and the institutions for the handicapped provide 
psychotherapy for their inmates. Prisons too need psycho- 
therapeutic services and family welfare centres employ psycho- 
therapists to attend to varied types of family counselling and 
marital counselling programmes. Even old age has its special 
problems. Though nothing much could be achieved, psycho- 
therapeutic services could be content with helping an older 
person to keep anxieties under control and to stabilise his 
personality. In addition to these special groups which are fairly 
well defined, there are individuals with typical personality prob- 
lems who can benefit from psychotherapy. For example, persons 
with high dependency traits, schizoid personality, and feelings 
of inadequacy, may need psychotherapy to overcome these 
negative traits and grow up into healthy individuals. 

Thus, there appears to be an increasing need for psychotherapy 
in various groups. With the increasing strains of modern life 
and the various types of problems confronting the individuals, it 
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is perhaps natural to expect that people will turn to psycho- 
therapists in the future. 


Goals of psychotherapy 

Since psychotherapy aims to bring about a change in the in- 
dividual’s behaviour, one might state as did Morse and Watson 
(1977) do, that the ultimate goal in all therapies is to bring about 
a change in the maladaptive behaviour. Sundberg (1962) was of 
the view that various psychotherapeutic approaches had several 
aims in common: (а) they all aim to lower the patient’s level 
of anxiety sufficiently so that he may explore the painful areas 
of his experience; (Ё) they establish a strong personal relation- 
ship betbeen patient and therapist as a means for constructive 
change; (c) they facilitate communication between the patient 
and his world; and (d) they secure the commitment of the patient 
to participate in a joint endeavour with the therapist. However, 
Frank (1974) is of the view that the primary function of all 
psychotherapies is to combat demoralisation which aggravates 
and is aggravated by psychiatric symptoms through restoring 
the patient’s sense of mastery. He added that all psycho- 
therapeutic rationales and rituals perform this function despite 
differences in the content. 

Berg (1966) categorised psychotherapeutic goals into four 
areas: (i) relief of symptoms; (ii) development of a feeling of 
personal adequacy, maturity and integration; (iii) improvement 
of the ability to give and receive love, to react in empathic and 
socially constructive ways towards others; and (iv) adjustment 
to the demands, work opportunities and laws of the society. He 
was of the view that though all therapeutic approaches claim 
that they seek all the four goals, each places greater emphasis 
on some rather than all the four goals. 

According to Weiner (1975) the goal of psychotherapy is to 
relieve a patient’s emotional distress and help him modify 
personality characteristics that are preventing him from realising 


his human potentials or enjoying rewarding interpersonal 
relationship. 

The patient comes to the therapist because he has problems 
and he experiences them as a kind of suffering. Kramer (1978) 
pointed out that if a psychotherapist agrees to enter into a 
relationship with such an individual in the hope of being of help 
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to him, the primary goal of psychotherapy must be relief of the 
patient’s suffering. According to him, psychotherapy should be 
not only present oriented but also point to the future, and thus 
help the patients to grow in directions which they choose and 
find desirable. 

Brown and Pedder (1979) considered the goal of psycho- 
therapy akin to that of medicine and surgery, wherein conditions 
are created to facilitate the healing and growth processes. About 
two decades ago, Sundberg and Tyler (1962) compared the work 
of different therapists in terms of the major purposes of thera- 
peutic intervention and listed out the same, which appear to be 
applicable even today. These were: (i) strengthening the patients’ 
motivation to do the right things; (ii) reducing emotional pres- 
sure by facilitating the expression of feeling; (iii) releasing the 
potential for growth; (iv) changing habits; (у) modifying the 
cognitive structure of the person; (vi) gaining self-knowledge; and 
(vii) facilitating interpersonal relations and communication. To 
the above list Korchin (1976) added the eighth purpose, viz., 
gaining knowledge and facilitating decision making and altering 
bodily states and changing the social environment. 

It should be noted that the above purposes do not correspond 
in any one-to-one fashion with approaches of different schools. 
Rather, they are themes which run through various therapeutic 
systems though one or another may be emphasised in each case. 

In the present day, with the advent of yoga therapy, some 
therapists focus on the inter-dependence of bodily and mental 
processes. They are of the view that by focussing attention on 
particular muscular or somatic sensations, or by making use of 
exercises derived from Indian yoga or massage or dance, one 
could increase the range of experiences of an individual by bring- 
ing to conscious awareness and control, sensory experiences 
which normally occur outside of awareness. 

Thus, each therapeutic system has a pattern of purposes, with 
some purposes being central and more valued than others. 
Garner (1970) states that any consideration of goals for psycho- 
therapy may be formulated in a frame of reference in which 


psychotherapy is conceived as a special form of medical therapy. 


Other goals of psychotherapy 
Psychotherapy has many other goals apart from the ones 
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mentioned in the preceding sections. These can be stated as 
follows: (а) Happiness; (Б) Maturity; (с) Release and reduction 
of tension; and (d) Personality integration. Each of these goals 
is discussed briefly below. 

(a) Happiness: This involves rendering an individual free from 
anxiety and depression and positively achieving happiness and 
peace of mind. The therapist in the therapeutic sessions brings 
into awareness the repressed impulses of the patient, and helps 
him to give expression to the same. This in turn helps to relieve 
the anxiety and tension caused by the impulses which were 
threatening to get out of the individual’s control. 

Depression is perhaps one of the most painful experiences 
an individual can even go through. Psychotherapy strives to 
alleviate the misery caused by depression, a state in which 
aggressive trends have been turned іп on the individual and his 
self-esteem lowered or destroyed. In the therapeutic sessions, 
the patient is helped to see the positive aspects about himself, 
and develop an insight into the various intra-psychic factors 
contributing to his depression. 

Another way in which psychotherapy tries to restore happi- 
ness to the individual is through freeing him from inhibitions. It 
releases self-imposed denial, inhibitions, and restrictions that 
limit an individual’s freedom and spontaneity, which in turn 
deprive him of many emotional satisfactions. Psychotherapy 
also relieves the individual from feelings of guilt which is again 
an important cause of depression. It also ensures relief from 
depression through freeing him from doubts, indecisions and 
similar crippling tendencies as well as from feelings of inferiority 
and inadequacy which paralyse the individual’s acting (Knight, 
1946). Thus, psychotherapy aims to help a person achieve 
happiness, peace of mind, contentment and well-being. 

(6) Maturity: In this context, psychotherapy is regarded as a 
Process of learning. Studies of neurotic conditions show that the 
individual, in his efforts to adjust to a problem, seeks methods 
which he „used at an earlier period in his life, such as in child- 
hood or in infancy. As such, in the therapeutic sessions, he is 
helped to give up his infantile and regressive behaviour and 
learn a more, mature way of handling his problems. In this, both 
direct and indirect techniques are used by the therapist to help 
the individual grow and Progress toward greater maturity 
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(Schumacher, 1947). 


(с) Release and reduction of tension: Invariably neurotic ten- 
dencies develop as a result of extreme repression of some of the 
aggressive and sexual impulses which need expression. In the 
therapeutic sessions, the patient is helped to express all his feel- 
ings uninhibitedly and at the same time without feeling guilty 
about it. Thus, the disapproved feelings and emotions find an 
appropriate outlet and the individual feels more relaxed. 

Similarly, unhappiness results as a consequence of guilt 
feelings, and the individual tries to lessen the guilt by punishing 
himself and developing neurotic tendencies. Psychotherapy helps 
to free the person from the need for punishment, hardships and 
misfortunes that he tries to bring on himself, and this in turn 
makes him feel happy, less anxious and tense. 

(d) Personality integration: It is well-known that intra-psychic 
conflicts, such as, the conflict between the ego and the id im- 
pulses results in neurotic behaviour, and hence the goal of 
psychotherapy is to resolve the neurotic conflicts and help the 
individual to attain a measure of personality integration. The 
conflicts which give rise to inner stress are usually those which 
involve disparity between cultural ideas and wishes of the indivi- 
dual, and these discrepancies may take many forms, such as the 


discrepancy between one’s own expectations and that of other’s 
-expectations. Psychotherapy attempts to achieve a harmonious 


integration between the individual’s drives, ego, superego and 
the expectations of the social group. 


«Conclusion 


It appears that the goals of psychotherapy are so intangible 
that in actual practice they may seldom be sufficiently delineated 
for either the patient or therapist to identify precisely when they 
have been achieved. As rightly stated by Tarachow (1963) one 
cannot always aim for a clear cut finish in therapy. Even Freud 
in one of his papers, ‘Analysis terminable and interminable’ 
stated that if a therapist continues treatment until the patie i 
cured or has reached a state of complete freedom from ne e я 
inhibitions, the treatment would never end. More reali oats, 
therapy can be considered to have achieved the go 1 
mately, when the patient is free from his anxieties aa EG 
tions. i i enh 

Freud was of the view that the aim of psychotherapy 
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is not to rub off every peculiarity of human character for the 
sake of a schemic ‘normality’. Even if a person is ‘thoroughly 
analysed’ it is not possible to expect him not to feel any 
passions or develop any internal conflicts. If psychotherapy is 
able to secure the best possible psychological conditions for 
the functions for the ego, it could be taken that psychotherapy 
has reached its goals. 

Successful psychotherapy, in other words, should be conceived 
as making progress toward goals, and not nêcessarily as reaching 
these goals in all their ramifications. Extending treatment until 
all its objectives have been realised may bind the patient to 
life-long psychotherapy, which only in the most unusual cir- 
cumstances could be in his best interest. Psychotherapy, as 
Weiner (1975) pointed out should never be allowed to become 
itself a way of living a life to the full. 

While the goals of psychotherapy appear clear, it is worth 


exploring whether psychotherapies really are effective and reach 
even the approxiamated goals. 


5. Effectiveness of Psychotherapy 


It has now come to be accepted that the demand for psycho- 
therapy is increasing day by day and, to the believing public, 
this therapy often seems like the only remedy for emotional 
pain (Kaplan, 1970). However, increasingly researchers within 
the profession appear to be evaluating the evidence for the 
effectiveness of psychotherapy. The evaluation and generalisa- 
tion become all the more difficult because each therapeutic 
relationship is different from the other, the techniques differ 
and the experience of each individual patient, who enters the 
therapy, differs. While some improve with short term therapy 
of even a few sessions, others require a long term therapy 
running to many years; on the contrary some experience natural 
remission, wherein they never go through any formal treatment. 
Further, many changes keep occurring in a patient’s life which 
may in themselves have a therapeutic value and thus render a 
patient asymptomatic. Thus, to evaluate psychotherapy and to 
conclude categorically that it has been effective and that the 
patient improved only because of psychotherapy—appear to be 


extremely difficult. 
In a paper in the early part of 1950s, H.J. Eysenck launched 


an attack on psychotherapy which was probably in large part 

responsible for the explosion of research work in this area. 

Critical of the subjective nature of most reports upholding the 

effectiveness of psychotherapy, Eysenck showed that a considera- 
tion of such subjective research studies suggested an evidence 
in favour of a positive outcome. As evidence, he presented the 
outcome of statistical study of nineteen clinical groups, five 
psychoanalytic and fourteen ‘eclectic’ covering over 7,000 
patients, and concluded that roughly two-thirds of a group of 
neurotic patients will recover or improve to a marked extent 
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within about two years of onset of their illness, irrespective of 
their being treated by means of psychotherapy. He pointed out 
that ‘the figures fail to support the hypothesis that psycho- 
therapy facilitates recovery from neurotic disorder.’ 

On several later occasions, Eysenck presented these survey 
findings again and also included studies which he felt further 


strengthened his position (Eysenck, 1960; 1965, 1966, 1967). 
‘Thus he stated in 1960: 


The additional studies which have come to hand since parti- 
cularly those making use of control group have been so 
uniformaly negative in their outcome that a somewhat 
stronger conclusion appears warranted. The results do show 
that whatever effects psychotherapy may have are likely to 
be extremely small; if they were large as compared with the 
effects of non-specific treatments and events, itseems reason- 


able to suppose that some effects would have been found in 
the studies quoted. 


Later in 1965, Eysenck released a more extensive survey of 
published studies with still more damaging results for psycho- 
therapy. 

One of the earliest and most extensive attempts to validate 
or disprove the psychotherapeutic technique was performed 
decades ago in Massachusetts. The hypothesis that psychological 
‘counselling could prevent delinquent behaviour was put to test 
by taking two groups of youths matched for age, sex, education 
and other relevant factors. There were 325 boys in each group. 
While one of these was considered a control group, the other 
group was subjected to psychological counselling, і.е., therapy 
from adherents of both the psychoanalysis and Rogerian client- 

‘centered therapy. Follow-up studies over a period of years 
did not prove the hypothesis and it was found that both the 
groups were more or less similar in their behaviour. 

Brill and Beebe (1955) worked with soldiers who had mental 
breakdown in the army; they subjected one group to psycho- 
therapy while the other group was not given any treatment. 
They found that there was no difference in remission of neuroses 
between the two groups. Barron and Learly (1955) treated a 
group of psychoneurotic patients and compared the end results 
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with an untreated control group. They found that ‘for the most 
part the changes tended to be in the same direction for treat- 
ment and non-treatment groups, and of about equal magnitude.’ 
Barendregt (1961) took three groups for study, the first had 
forty-seven patients who were subjected to psychoanalysis; the 
second group had seventy-nine patients who were administered 
psychotherapy other than analysis; and the third group had 
seventy-four patients who received no forms of therapy. The 
follow-up results showed no significant difference amongst the 
three groups. 

Gross (1978) pointed out that human psyche constantly 
strains to repair itself, but the therapy takes the credit for time 
itself. He said that psychotherapy may even be praised in case 
where the patient really improves because of a fortunate change 
in life—a successful love affair, a better job, a good rest or a 
pickup in physical health. 

Gottschalk, et. al., (1973) in fact evaluated two groups of 
applicants in an out-patient psychiatric clinic, a total of sixty- 
eight patients—of which one group received immediate crisis 
intervention treatment and the other was kept on a waiting list. 
At the end of six weeks, both the groups were evaluated and it 
was found that both had shown improvement. In fact those 
who only waited did as well as those who received psycho- 
therapy, thereby indicating that time plays a highly significant 
role in the healing process. According to Gottschalk (1973) 
most patients suffering from life crises recover spontaneously 
within six weeks regardless of the kind of care they receive. 
Some have used placebo instead of medicines and have found it 
to yield improvement figures (Bergin and Garfield, 1971). 

Brill (1966) took 299 out-patients and divided them into 
six groups. The first group received psychotherapy for five 
months, the second was kept on the waiting list and the third 
received placebos, whereas the remaining three groups received 
minor tranquillizers and sedative-hypnotic medication. When the 
patients were re-evaluated by physicians at the conclusion of the 
experiment, most felt helped. Brill pointed out that there was 
no statistically significant differences among the treated groups; 
both the waiting list and the placebo groups had performed 
basically as well as the group which had received six months of 


psychotherapy. 
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The ineffectiveness of psychotherapy has also been demons- 
trated in the treatment of particular types of disorders with a 
particular type of psychotherapy. For instance, Cartwright and 
Vogel (1960) used client-centered therapy on a population with 
an adequate control group, and found that there was no differ- 
ence between the therapeutic group and the control group. 

Power and Witmer (1951) made a study of the therapeutic 
outcome in 343 hospitalized male schizophrenic patients who 
received therapy from experienced psychiatrists and psychiatric 
social workers and compared them with a control group who 
were seen by totally untrained college students. The findings 


were significant in favour of the control group who were seen 
by untrained groups of students. 


Despite the contrary 
therapy, most researchers, for 


а more objective crite 
adequacy. 

Thus, any research 
on the following: (а) the 


) differences in the environ- 
ring treatment, etc. 
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Sloane, et. al., (1975) compared analytically oriented therapists 
with the behaviourally oriented therapists in terms of the 
effectiveness of their treatments with a group of patients typi- 
cally attending the out-patient clinics. The research was care- 
fully designed taking into consideration all the factors which 
the previous research had suggested as important for measuring 
the therapeutic effectiveness. The therapists were experienced 
and respected representatives of their group, and the patients 
were also genuinely representative of their groups. The treated 
groups were compared with an untreated, waiting list group; 
judgements of improvement were made from ratings given by 
psychiatrists who were not themselves involved in treating the 
patients. A number of objective measurements of symptoms and 
personality were made, as were measurements of the personal 
style of the therapists; patients were followed-up over a period 
of two years. The outcome of this research revealed only 
relatively minor differences between the two types of treatment. 
In fact, both kinds of therapy proved effective, and indeed more 
effective than previous researches had often suggested. As com- 
pared to the waiting list groups, about 93 per cent of the total 
group of patients improved in respect of the main symptoms of 
which they were originally complaining, 75 per cent improved 
in their social adjustment, and 70 per cent in their work adjust- 
ment. 

More studies on the positive contribution of psychotherapy 
are reported by Karon and Vandenbos (1972) on schizophrenia, 
Weissman, et. al., (1972) on depression and Kernberg, et. al., 
(1972) on neurosis, character disorders, borderline conditions 


and later psychosis. 
One of the most inc 
Meltzoff and Kornreich (1 


lusive surveys to date perhaps is that of 
970) study which showed a decidedly 
positive outcome of psychotherapy. They took 101 studies in 
which the outcome was compared with some form of control 
group, which had undergone either a period of nonetreatment 
or a control group of patients treated in some other way. 
Criteria of outcome included observed behaviour, questionnaires, 
independent ratings, projective tests, and Q-sorts (testing differ- 
ence between a patient’s view of himself as he is and as he would 
like himself to be). In eighty-one studies the outcome was 


favourable, in twenty-one it Was not. This indicated that 
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psychotherapy did help people though not in all the cases. 
Bergin (1971) surveyed forty-eight studies of verbal psycho- 
therapy published between 1952 and 1969. He concluded that 
there is a distinct though modest evidence that psychotherapy 
works and generally more Positive effects were found in studies 
of experienced rather than inexperienced therapists. Further, 
those which included control groups and those which were 
generally better designed tended to be more positive in 


their outcomes than uncontrolled and less well constructed 
Studies, 


Malan (1973) re- 
of dynamic Psychothe 
effectiveness of psyc: 
considerable evidence 
therapy with psychos 


reviewed the reviews from the perspective 
rapy and noted that the evidence for the 
hotherapy is now strong, and that there is 
for the effectiveness of dynamic psycho- 
omatic patients. 


Conclusion 


f emotionally ill 
though reality is con- 

trary to this conclusion. i on 
Recently, 
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of psychotherapy in future is rather sparse. Many scientists, such 
as Szasz (1960, 1974) go to the extent of stating that psycho- 
therapy is a myth. Calestro (1972) considered psychotherapy a 
modern faith healing art. Gross (1978) said that psychotherapy 
will remain one of the significant religions of the educated 
classes, a modern reproduction of faith healing and shamanism. 

Frederick, as early as 1969, discussing the future of psycho- 
therapy stated two specific issues requiring consideration: (i) 
the most appropriate therapeutic techniques for emotional and 
psychological disturbances that may arise-in future; and (ii) the 
usefulness and applicability of the present-day therapeutic 


techiques in future. 
A symposium was organised in May 1967 in Southern 


California, the outstanding feature of which was discussion on 
the future of psychotherapy. Many specialists expressed their 
viewpoints but there was no consensus. However, considerable 
research followed the conference and a few years later attempts 
were made to predict the nature of possible physical and mental 
illnesses and their treatment methods. For instance, Lesse and 
Wolf (1968) discussing the effects of the technological revolution 
in the world, pointed out that socio-economic and political 
changes in the world may bring about a great deal of further 
automation, as a result of which the illnesses the man will suffer 
would also change considerably. According to them, there will 
be fewer instances of the so-called ‘acute conditions’ brought 
about mainly by infection; this would be so because of the dis- 
covery of far more effective treatment methods with advanced 
technology. There would be mainly the chronic ailments, and 
the various after-effects of air pollution, artificial treatment of 
drinking water and similar things. Increasing crowded condi- 
tions in the urban areas coupled with a possible lessening 
importance of the family as the basic social unit, may be a source 
of considerable emotional stress for sometime to come. In addi- 
tion, entirely new causes and types of somatic-psychosocial 
problems are likely to arise. А 

Further, Lesse and Wolf (1968) are also of the view that the 
sources of psychosocial stresses may also differ from those of 
today because the group ego will supersede the individual ego 
in importance. Thus, the most significant psychological difficulties 
will be traceable to group maladaptation and rejection by the 
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group. There would, therefore, arise new concepts of human 
relationships leading to other psychological stresses. 


Future techniques of psychotherapy 


There are varieties of Psychotherapy which are multiplying, 
and many of these methods overlap considerably and some are 
probably different more in name than in the method. Depending 
upon the nature of changes that take place in the society, 
techniques of psychotherapy will have to be adapted to 
needs of culture. Since patients may be more group orien 
psychotherapy will be aimed at reinforcing the group ego 
at the same time subduing the threat of the demands 
individual ego. Thus, a new type of group therapy 
needed which would nourish the 
patient’s individual ego. 

Further, there may also be tren 
instance, the opposing schools may try to become more mode- 


rate in their claims and more sober in their assessment. The 
adherents of various schools of psychotherapy may come to 
Tecognise the many common factors in the different therapies, 
and thus may feel the need to work t 


hen together into a single 
Tepertoire for the treatment of a given patient. In fact many 
therapists such as Weitzman (1967) who is a Psychoanalytically 
orien“ed therapist, Trauax and Саг 


the 
the 
ted, 
while 
of the 


might be 
group ego and not only the 


ds towards unification, For 


„іа 
ng a homosexual patient and 
трігісіѕт. 


desensitization technique in treati 
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There are many hospitals which use low doses of these sub- 
stances as a standard adjunct to therapy; the dealing psychia- 
trists feel that such drugs help in releasing repressed material 
and accelerating transference as well as in shortening the 
therapeutic process. Visualising the future of psychotherapy, 
Spiegelman (1969) opines that the current myth of the ‘indepen- 
dent’, ‘self-made’ individuals etc., would vanish and psycho- 
therapy would concern itself solely with the treatment of clusters. 
Kempler (1969) agreeing with above view, points out that while 
individual psychotherapy per se would be extinct, group therapy 
will be used in all vital encounters. Strupp and Bergin (1969) 
are of the view that schizophrenia, manic-depressive psychosis 
etc., may be managed perhaps by biochemical treatment, 
whereas there will be broadening of the techniques of psycho- 
therapy. Thus, to expect the dynamic psychotherapy to be the 
treatment of choice may be unrealistic in the future. 

Techniques such as meditation have not had much influence 
on the western practice, though they appear to be more com- 
monly used in countries like Japan, India, etc. It has been 
demonstrated (Kasamatou and Hirai, 1969; Fenwick and 
Hedden, 1968; Tart, 1969) that E.E.G. changes occur in differ- 
ent forms of meditation whether it is Zen, or yoga or mantras. 
A combination of mysticism, neurophysiology and psychotherapy 
might occur in future which may all help patients learn to 
control their own heart rate with the aid of an external feedback 
system (Lang, 1969). 

Even theories may be limited in their occurrence in the 
future because of the recognition that different values may 
govern the acquisition and disappearance of different neurotic 
syndromes. The need for a crisis intervention and hospitalisa- 
tion service in future will become less pressing as the population 
will avail themselves of out-patient services promptly. Accor- 
ding to Kempler (1969), the focal point for all therapeutic 
activity will be in the ‘present’ of the person and the concept 
of ego strength will refer to the individual’s ability to reveal 
himself accurately in the current moment of his existence. In 
addition, there may be a profound change in the public and 
medical attitude which will enable many clinicians and research 
workers to develop the practical aspects of psychotherapy and 


to help patients (Pollitt, 1966). 
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Conclusion 


Even under the most optimal circumstances it does not 
appear possible or desirable to afford Psychiatric services to all 
persons and social groups. It may not be possible to saturate a 
community with psychiatric services as no static programme 
would be adequate. Perhaps there would always be a need to 


design new and Special services as well as to identify new require- 
ments, 


Frederick (1969) pointed out that though the professional 
disciplines in behavioural scie 


Tesponsibility of meeting the s 


must be 

made in methods, tactics, finances and collaboration between 
mental health disciplines, 

Thus, there would a 

Services, to identify n 


difficult task because it is complicated 
and highly unpredictable, 


However, Psychotherapy to be 
f to the existent and 


6. Psychotherapy and Related 
Techniques 


Psychotherapy may be compared with some of the other 
closely related psychological treatment techniques such as 
psychoanalysis, counselling and social case work, which aim at 
helping the patient/client to handle his problems more effectively 
and with greater balance and maturity. 


Psychotherapy and psychoanalysis 

Psychotherapy had its origin in psychoanalytical theory of 
Freud, but underwent considerable modifications over the 
decades and now one finds many variants of psychotherapy. It 
has moved far away from psychoanalysis and there is little 
doubt that psychoanalysis does not command any more the 
same influence it once had in the field of psychological treat- 
ment. Despite their lessened popularity, Freud’s ideas have had 
enormous impact on the culture and in the public mind, many 
basic tenets of psychoanalysis are considered essential to the 
practice of psychotherapy. 

Fenichel (1945) demonstrated with great persuasiveness how 
psychoanalysis gets to the roots of the client’s problems 
where other therapies are limited and partial in their scope. Itis 
equally striking to note that Sigmund Freud, founder of psycho- 
analysis, Was of the view that it is essentially a method of in- 
vestigation and only secondarily a method of psychotherapy. 

The distinction Freud implied between psychoanalysis and 
other psychotherapies was stated most sharply in his famous 
quotation from his 1918 address in Budapest: 
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It is very probable too that the large scale application of 
our therapy will compel us to alloy the pure gold of analysis 
freely with the copper of direct Suggestion; and hypnotic 
influence too might find a place in it again, as it has in the 
treatment of war neuroses. But whatever form this psycho- 
therapy for the people may take, whatever the elements out 
of which it is compounded, its most effective and most 
important ingredients will assuredly remain those borrowed 
from strict and untendentious psychoanalysis (Freud, 1919). 


The above view of Psychotherapy implied in Freud’s state- 
ment was further elaborated by Glover (1931). He advanced the 
view that Psychotherapy other than 
but Suggestion, 


therapeutic action 
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While the above similarities exist, there also appear to be 
many differences between psychoanalysis and psychotherapy 
which are listed below: 


Table—3 


Differences between psychotherapy and psychoanalysis 


Areas of Psychotherapy Psychoanalysis 
difference 
1 2 3 

Goals Psychotherapy aims at Psychoanalysis aims at 
‘various intermediate the most extensive 
points of stability,’ restructuring of {һе 
via meeting the emo- personality that is possi- 
tional needs of the ble, via the unfolding 
patient to varying and ultimate resolution 
degrees and a conse- of the repressive trans- 
quent more selective ference neurosis, 
emergence of trans- 
ference of manifesta- 
tions, ‘handled’ or 
responded to with a 
variety of intents, not 
only that of interpre- 
tative solution. 

Techniques Psychotherapy is built In psychoanalysis inter- 
around different selec- pretation is the supreme 
tions and combina- agent in the hierarchy 
tions of the five major of therapeutic of princi- 
therapeutic principles ple characteristic of 
adduced by Bibring analysis, in that all 
(1954): suggestion, other principles are sub- 
abreaction, manipula- ordinate to it; that is, 
tion, clarification and they are employed with 
interpretation. the constant aim of 

making interpretation 
possible and effective. 

Methods Psychotherapy геѕіѕ Psychoanalysis rests on 


on a more or less free 
interview method with 
the situation cons- 
trained to limit the 
regressive potential. 


free association method 
and an analytic situa- 
tion devised to maxi- 
mise the possibility of 
free association leading 
to appropriate psychic 
regression. 
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1 


2 


3 


Focus 


Emphasis 


Use of 
processes 


Frequency 
of sessions 


Interpretation in 
the therapy 


Performance, life situ- 
ation and behaviour 
of the patient. 
Psychotherapy places 
emphasis on experi- 
ence and not intellec- 
tual insight, 


Psychotherapy uses 
Conscious as well as 
unconscious process- 
es. It assumes a defi- 
nite responsibility for 
integrating the vari- 
ous parts of the mind 
into a smoothly run- 
ning whole, so that 
the individual will 
have all his forces 
under his active con- 
trol. 


Generally, in psycho- 
therapy the patient 
is seen once a week 
except when the pati- 
ent is Presenting a 
problem of anxiety 
or depression of 
acute nature, 

No interpretation of 
the unconscious is 
made. 


Complex structure of 
the neurosis. 


Psychoanalysis is essen- 
tially a mental exercise 
(making the unconscious 
conscious) although it 
also arouses emotional 
responses. 
Psychoanalysis was 
mainly concerned with 
uncovering the uncons- 
cious and did not 
attempt to integrate the 
uncovered material with 
the conscious parts of 
the personality. How- 
ever, in the recent 
years, there has beena 
shift in Psychoanalytic 
thinking and the 
psychoanalysts seem to 
рау more attention to 
the ego processes, 

In psychoanalysis, usu- 
ally patients are seen 
more than once a week; 
in some cases they are 
seen even everyday, 


Psychoanalysis attempts 
to interpret the uncons- 
cious to the patient, and 
helps him to master his 
unconscious defenses, It, 
thus, tries to and is 
often able to accom- 
plish the radical, the- 
rapeutic task of bringing 
about a permanent 
alteration of character 
Structure and ego 
economy. 
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Glover (1960) said that the results of general psychotherapy 
would be less permanent than those obtained by psychoanalysis. 
The difference between the two therapeutic systems is the same 
as that between a dynamic and a structural approach; while 
psychoanalysis reinforces the ego defenses against pathogenic 
charges, psychotherapy merely reduces the pathogenic charges. 
As argued by Glover (1960) it is, however, important to recog- 
nise that there are clear psychobiological limits to the success 


of these processes. 


Psychotherapy and counselling 

The terms counselling and psychotherapy are both widely 
used, often more or less interchangeably. Then, are counselling 
and psychotherapy the same? The renowned psychologist Rogers 
(1942) was of the view that these two terms could be used inter- 
changeably because they appeared torefer to the same basic 
method which involves a series of direct contacts with the indi- 
vidual and aims to offer him assistance in changing his attitudes 
and behaviour. Bordin (1955) and Mowrer (1955) differentiated 
between the two, whereas Wolberg (1954) believed that coun- 
selling defined in the Rogerian sense may be difficult to be differ- 
entiated from psychotherapy, and he concluded that counselling 
procedures directed at more extensive goals (Rogerian) have to 
be classified as forms of psychotherapy. Bramner and Shostrom 
(1968) viewed counselling and psychotherapy as overlapping 
areas of professional competence. Despite the above general 
views that the two are similar in a large number of aspects, 
there are also views which state that the two techniques are 
different. For instance, in earlier views, counselling used to be 
characterised by the terms, such as, educational, vocational, 
situational, problem solving, and the emphasis was on normals 
and the counselling used to be of short term duration. On the 
other hand, psychotherapy was described with terms, such as, 
supportive, reconstructive, depth emphasis, focus on the uncons- 
cious, emphasis on emotional problems, long term treatment and 
a focus on the abnormals. 

There are, however, many scientists such as the members of 
the Ann Arber Conference, who believe that counselling and 
psychotherapy lie in a continuum. This concept appears to be 
more popular amongst a number of therapists and counsellors. 
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In the continuum the interpersonal conflicts are placed on the 
left side while the conflicts that involve role definitions are 
placed on the right side. Ап individual’s difficulty may occur 
in the development of personality or in role choice or in regard 
to conflict amongst roles or in Contradictions between values 
and role expectations. It is in these cases either psychotherapy 
or counselling can become useful, However, an individual can 


have very serious role problems without any disturbances at the 


intrapersonal end of the continuum. Likewise, an individual can 
have an intense intra 


personal conflict completely independent 
of the role demands, 


an experience de 
individual. Thus, 
lised as being the 
diagram below: 
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Table 
Difference between Psychotherapy and Counselling 
Areas of Psychotherapy Counselling 
differences 
1 2 2 

Definition Psychotherapy is a form Counselling is defined 
of treatment for prob- as a form of interview- 
lems of emotional nature ing in which clients are 
in which a trained per- helped to understand 
son deliberat:ly estab- themselves more com- 
lishes a professional pletely and in order 
relationship with the that they may correct 
patient with the object an environmental or 
of modifying or retard- adjustment difficulty- 
ing existing symptoms 
of mediating disturbed 
patterns of behaviour, 
and of promoting posi- 
tive personality growth 
and development. 

Goals and Psychotherapy aims at Counselling aims to 

objectives a resolution of blocks help the individual to 

clear away the entangl- 


Type of clients 


in psychosocial deve- 
lopment in order that 
the individual may 
aspire for a more com- 
plete creative self-ful- 
filment and more рго- 
ductive attitudes to- 
ward life. 

Facilitation of inter- 
personal and social ad- 
justment, personality 
growth and develop- 
ment. 


Psychotherapy is con- 
cerned with individuals 
who are deficient in 
some respect; further 
clients are considered 
to be mentally and 
emotionally ill persons. 


ing and hampering 
tentacles so that he can 
be what he really is and 
contribute more both to 
himself and his fellows. 


Correction of situa- 
tional problems, expan- 
sion of personal abili- 
ties and skills, restora- 
tion of defenses, pre- 
vention of emotional 
breakdown. 

Counselling deals with 
the so-called indi- 
viduals whose problems 
are developmental in 
nature. Clients a-e not 
considered to be men- 
tally or emotionally ill. 
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2 


3 


ee ee N 


Focus 


"Use of processes 


Duration 


‘Emphasis 


Relationship 


Interest of the 
therapist 


ч Transference 
“interpretation 


In psychotherapy the 
focus is on remediative 
adjustive concerns, the 
historical past, under- 
lying roots of com- 
plaints and conflicts, 
defenses, fantasies and 
symbolisms. Focus on 
the unconscious striv- 
ings. 

Insight development; 
patterned reinforcement 
and extinctions. 


Longer than in counsel- 
ling but shorter than in 
Psychoanalysis, 
Emphasis on neurotic 
and emotional problems 
and emphasis on ex- 
perience rather on 
intellectual insight. 


The client is considered 
as a patient and psy- 
chotherapist has 


an 
authority over the 
client, 

Psychotherapist atte- 
mpts to restructure 


the Personality accord- 


ing to the needs of the 
situation, 


Transference 
loped and 

when it act 
tance, 

Both Positive and nega- 
tive feelings аге cons- 
tantly examined, analys- 
ed and resolved. 


is deye- 
interpreted 
S as resis- 


In counselling the focus 
is on developmental, 
educational and preven- 
tive concerns; focus on 
the present and future; 
focus on symptoms, 
situational problems, 
conflicts and attitudes; 
focus also on conscious 
rational factors. 
Guidance, clarification, 
suggestion, environ- 
mental manipulation, 
use of community re- 
sources, 

Counselling is of far 
shorter duration than 
psychotherapy. 
Emphasis on conscious 
awareness, Problem 
solving, as well as on 
situational difficulties, 
Emphasis also on edu- 
cational and supportive 
aspects, 

The client is a client 
and not patient. The 
counsellor is more a 
teacher and partner 
than an authority 
figure. 

Counsellor does not at- 
tempt to restructure 
personality but helps 
to develop what already 
exists, 

Positive transference is 
encouraged and utilised; 
negative transference is 
discouraged. 

Positive feelings are 
utilised to Promote the 
Supportive processes, 


Negative feelings are 
controlled, 
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Despite the above differences listed out, many scientists, such 
as Patterson (1966), Truax and Carkhoff (1967), Osiposo and 
Walsh (1970) are of the view that the term ‘counselling’ has 
fallen into disuse and merges imperceptibly into psychotherapy. 
Thus, it appears more appropriate to consider psychotherapy 
and counselling more in terms of a continuum rather than 
attempting to consider them as completely separate entities 


without any meeting point. 


Psychotherapy and social casework 

Social casework is one of the three basic methods of social 
work, the other two being group work, and community organi- 
sation. In the initial stages of development, social casework 
emphasised on finding out the difficulties of people by establish- 
ing friendly rapport and solving them by doing things for them. 
The major concern of social caseworker was with social factors, 
but with passage of time social casework practice underwent a 
lot of change, though some still feel that social casework is just 
social and environmental manipulation. 

Gradually, it was felt that instead of caseworker doing every- 
thing for the client, it was better that the client should 
learn to help himself. It was felt that the client should parti- 
cipate in every aspect and treatment plan and these should not 
be formulated by the caseworker for the client. Thus, the treat- 
ment became an attempt to facilitate readjustment in line with 
the client’s own desires and wishes rather than dragging him 
into the plan formulated by the worker (Banerjee, 1956). The 
result of this development brought in a renewed interest in the 
relationship between the worker and the client and its therapeu- 
tic importance. Subsequently, it was realised that the emotional 
release which came from expressing partially repressed feelings 
to a professional person who understood and accepted the client 
without imposing his own needs, demands, or values could 
relieve the client’s anxiety and enable him to face and act upon 
his problems himself, Thus, social caseworker started dealing 
with human emotions more than merely manipulating the 
environment. Aptekar (1955) stated, as a caseworker became 
more and more psychologically oriented, much more extensive 
goals developed in the practice of casework. Wolberg (1977) 
stated that this broadening of objectives was largely the product 
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of psychiatric influence. This transformation is particularly 
evident in the change in definition of social casework in the last 
two decades. For instance, Bowers (1951) defined social casework 
asjan art in which knowledge of the science of human relations 
and skills in relationship are used to mobilise capacities in the 
individual and resources in the community appropriate for better 
adjustment between the client and all ог апу part of his total 
environment. 

Washerman (1973) stated that the practice of social case- 
work is a humanistic endeavour whose Purpose is to assist 
people to cope with the trouble of everyday life, These difficul- 
ties are not abstract and metaphysical conundrums, Quite the 
contrary, they represent an array of problematic situations whose 
subjects suffer from varying kinds and degrees of deprivation, 
anxiety, hurt, pain, shame, humiliation and failure. And these 


‘subjects’ are people, individuals and families who voluntarily 
or involuntarily Present themselves to social caseworker for 
help. 


ined carefully one can find 
ich casework is directed are 
егару. Moreover, having seen 
eworker to deal with human 


ae caseworker. They 
must have the ability 
Possible for the patient 
. Both require skill in 
> and they both share the 


оГ Н his individuality, and 
termination, They both 


to рш the тийи at ease and make it 
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role from the particular profession with which they are 


associated. 
Apart from the above, there are many other similarities be- 
tween psychotherapy and casework which are listed below: 


(i) Both offer help to people who arein a state of emotional 
distress. Both recognise the role of emotional and un- 
conscious processes in influencing the attitudes and 
behaviour of the person who is seeking help. They both 
recognise that asking for help, though a pre-requisite 
for treatment, is in itself a painful and complex activity. 

(ii) In both psychotherapy and casework, there is a selection 
of problems, focusing of material, recognition of the 
force of intrapsychic resistance, and recognition of the 
limitations inherent in the personality or life situation 
of the individual. 

(iii) In both the disciplines ‘transference’ is given dve recog- 
nition; while the psychotherapist works with the trans- 
ference, the caseworker works within the transference. 

(iv) Relationship is accepted as an integral part of both 
casework and psychotherapy and serves to release forces 
within the individual. 


Some expert caseworkers such as Grinker (1961) and 
Davidson (1977) even go to the extent of insisting that casework 
processtis psychotherapy. Despite the above claims, there are 
some major differences between the two systems which are listed 


in the table below: 


* Table 
Differences between Psychotherapy and Casework 
Areas of Psychotherapy Casework 
difference 
1 2 3 
Goal Main aim is to treat Casework is not geared 
emotional and psycho- to resolving the emo- 


logical problems. tional problems, but 
toward bringing the 
client to a recognition 
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Type of clients 


Techniques 


Focus 


Emphasis 


Use of processes 


One who has patho- 
logical symptoms and 
intrapsychic conflicts. 
Inculcation of insight, 
Patterned теіпѓогсе- 
ment and extinction. 


On the inner make-up 
of the individual's 
intrapsychic conflicts 
for Personality change. 
Rendering the patient 
asymptomatic by resol- 
ving the intrapsychic 
conflicts, 

Psychotherapy uses 
both conscious and un- 
conscious Processes 
and tries to integrate 
both the Processes into 
a smooth functioning 
so that the individual 


acts in an integrated 
manner. 


of those problems that 
interfere with the 
client’s social adjust- 
ment and utilisation of 
services. 

One who seeks objective 
services and also 
personal help. 
Enhancing the client's 
own problem-solving 
capacity to cope more 
effectively with difficul- 
ties and to execute 
actions to modify 
actions or resolve them, 


On specific concrete 
services, 


Emphasis on Providing 
relevant concrete 
Services and to resolve 
Telated problems, 

Uses only the conscious 
aspects, 
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the middle of the continuum alongwith insight therapy, ego 
oriented therapy, еіс.” Hence, it is incorrect to think that case- 
work is superficial while psychotherapy is deep, rather both 
these could be superficial depending upon the nature of the 
problem and competence of the practitioners. 


Psychotherapy and culture 

Definitions and historical perspective of psychotherapy show 
that it has been and still is a process which helps individuals to 
cope with various problems created by the society and its culture 
in which they live and are brought up. As such it is but correct 
to assume that psychotherapy ought to be attuned to the culture 
in which it is practiced. In fact, even Freudian psychoanalysis, 
which assumed sex as the basis for all neurotic ‘conflicts, 
originated during that period when Vienna (where Freud worked) 
notoriously represented a society in which sex activities were 
both encouraged and banned. Erikson (1947) when working at 
the Pacific coast found that a large number of his clients had 
difficulties that were primarily cultural conflicts, that is, con- 
flicts of giving up an older puritanical culture and moving into 
one with free standards. 

Mead (1956) suggested that psychotherapy is one measure 
designed by society to help those individuals who are the victims 
of cultural strains. Seward (1956) considered psychotherapy as 
one of the sources through which the individual in a complex 
society with many sources of conflict could achieve integration 
and utilize the social diversities from creative growth thus. 
avoiding disintegration. 

Since culture or society in which the individual grows up has 
strong influence upon the personality and the nature of distur- 
bances and disorders, it would appear that psychotherapists 
should be familiar with the cultural backgrounds of their clients. 
Some of the studies conducted in India. оп subcultures by Sethi, 
(1965, 1969) had shown that wide differences exist in cultures 
and social backgrounds of the patients who approach the 
psychotherapists for help. Also, such wide differences appear to 
be obtained in causes attributed to an illness, although the 
symptomatology may be more or less the same amongst patients 
who attend the various psychiatric clinics for help. Such differ- 
ences in causes again appear to lie in the cultural factors which 
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centered therapy, the 
he standard sort of 
ound of strong con- 
ersonality to which he 


culture, 


In the past the relationship between the patient and psycho- 
therapist was опе of dependence, reliance on authority, but in 
the recent times there has been a change wherein the client is 


е ponsibility for the therapeutic 


Xpected to assume the major res 

relationship. Cultural changes have affected psychotherapy with 
a shift from authoritarian to self-direction. Stotsky (1956) found 
that lower class hospital patients 


ese classes had difficulty in 
heir own emotions. 


and language of the non 
Ап India 


therapy in In 
terms аге sj 
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number of the patients who approach psychiatrists predomi- 
nantly present somatic complaints and do not even mention any 
psychological symptoms. If the somatic complaints were consi- 
dered disturbances in the body image, it would be possible to 
understand the need to orient psychotherapy to culture, as the 
concept of body image, to a very large extent, depends on the 
cultural attitudes and child rearing practices (Agarwal et. al. 
1973; Kolb, 1959). In other words, since organ priorities will be 
specific to a given culture, the neurotic patient will uncon sci- 
ously choose the symptoms which are readily acceptable to that 
culture. Thus, the somatic symptoms will show a stable pattern 
in different individuals in a given culture but would be different 
in another culture. 

Wittkower and Warnes (1974) were of the view that prefer- 
ence іп the choice of pschotherapy depends cross-culturally on 
differences in etiologic views as well as on cultural and ideologi- 
cal differences. In many non-industrialised countries, even today 
the belief prevails that mental illness is due to supernatural and 
preternatural forces. For patients who believe in such forces, 
the traditional healers, witch doctors and indigenous medicine 
men with whom they communicate better, are more qualified to 
deal with mental illness than scientifically trained doctors. In 
fact, in these countries, even if the mentally ill persons submit 
themselves to medical help for symptom removal, they may 
afterwards turn to the traditional healer for effective removal of 
the assumed cause. This is found quite commonly in India. 

Symptoms, symbols and customs are to be understood within 
the context and limitations imposed by a particular culture. Doi 
(1962) emphasised the need for the Japanese to surrender to 
authority by submission, dependency, helplessness and to yield 
to wish to be loved, which is incongruent with the western 
approach. Other Japanese cultural traits are a predilection for 
politeness, obedience, conscientiousness, secretiveness and cere- 
moniousness. The cultural traits which are likely to be derived 
from traditional Buddhism and family rearing practice, have to 
о account in psychotherapeutic procedures. Thus, 


be taken int | 
al factors as mentioned 


Morita therapy is based on such cultur 
above. 

Among шап 
ground in the Unite 


y other factors, psychoanalysis had gained 
d States mainly because of cultural emphasis 


74 Textbook of Psychotherapy 


on individualism. Similarly, ‘Work Therapy’ in the Soviet Union 
and ‘Autogenic Training’ in Germany have their roots in their 
respective cultural ideology. 

Hence, if psychotherapy has to be effective in the cure of the 
mentally ill and emotionally disturbed persons, it has to take 
into consideration the cultural aspects of the society in which it 


is being practiced. The culture should be used as an essential 
Means for finding a new and better integration of the sick 
Personality, 


Psychotherapy and values 
Values play a ma 


jor role in Psychotherapy; it is a criterion 
which helps to disti 


apprehension of 
factors in the Organisation of 
e considered as self-regulating 
ds, Standards, interests and goals, 
ced by the cultural system, its 
berg, 1950). 


sberg (1950) Pointed out, since 
) plete cure of mental disturbances, 
rapists, what constituted ‘tolerable Conflict’ is a 
matter of his values. 


It should be obvi 
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the disturbance and deal with them effectively with appropriate 
techniques. In this context, Ginsberg (1950) pointed out that it 
is not possible to visualise cure divorced from value problems, 
as the choice the patient makes has values involved in it and 
almost all the work of the therapist will also reflect his insight 
into these values of the patient. 

Relating psychotherapy to values, Rome (1966) stated that 
human values were inextricably tied to human emotions and 
therefore indissociably linked to psychotherapy; whereas Albert 
(1966) went to another extreme of even declaring that speaking 
about psychotherapy means speaking about human values. Thus, 
values have a tremendous effect on the psychotherapeutic goals 
and techniques and, therefore, it is a prerequisite for psycho- 
therapists to consider values and culture of the client, before he 
commences psychotherapeutic treatment. 


Values and the therapist’s responsibility 

As early as 1916, Freud made it clear in his writings that 
making a client adhere to the therapist’s value systems, would 
defeat the very purpose of the therapy, and that the therapist’s 
main task is to help the individual reduce his conflicts and to 
free him from anxiety, and when this is accomplished he should 
help his client to adjust to his own values. This is particularly 
necessary because, imposing the therapist’s own values on the 
client may lead to unwise use of control by the therapist on his 
client. A therapist can take the responsibility of guiding his 
clients’s values only after he has helped him to achieve a degree 
of inner integration. While he must help his client to fit into the 
society and culture in which he lives, he should not advocate 
types of adjustment which are too closely defined and which 
shift rapidly, as the therapist’s suggestions may not be in line 
with the process of change. 

The generally accepted point of view has been that the 
psychotherapist’s values should be kept out of the psychothera- 
nship. Deutsch and Murphy (1955) stressed that 
‘the therapist should by all means avoid impressing his own 
philosophy on а patient’. Therapists have been exhorted to 
become aware of their own value systems, and those of the 
society and culture in which they work in order to avoid 


impressing them upon the patient. 


peutic relatio 
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Analysis or self-analysis of the therapist’s own value system 
is a precondition for successfully handling the problem. The 
psychotherapist must alsa be aware of the changes taking place 
in the value system and his task is to free the personality 
shackled by unresolved inner conflicts though it is not his task 
to teach values (Wilder, 1969). Psychotherapists need to cons- 
tantly revise their values in terms of their tension-producing or 
easing qualities, their influence in adaptation and their role in 
the reality situation. As Ginsberg (1950) pointed out, it is 
essential to remember that values are not static but require 
evaluation and modification throughout one’s lives; without such 
capacity to deal with values, there would be little social 
or progress. 

Every choice a patient makes 
or choosing a marital 
hence for a therapist fo 


growth 


, such as choosing a vocation 


ant role 
According to them, every 


is own value preferences, 


question whether t} ist is justi- 
fied in impress; ч q ег the therapist is j 
f Pressing h Patient? Patterson (1959) 
А От various angles: (i) each 
Philosophy 15 different, unique and 
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inadequate for another individual; (ii) it is too much{to expect 
that all psychotherapists would have a fully developed adequate 
philosophy of life ready to cast an impression on the client; (їйї) 
the psychotherapeutic relationship is not the appropriate place 
for instructions in ethics and a philosophy of life; (7) an 
individual does not develop a philosophy of life from one source 
and that too in a short interval of time; and (v) one must 
recognise the right of the client to refuse to accept any system 
of ethics or any philosophy of life. Of cource, the above does 
not mean that the therapist refuses to discuss values or philo- 
sophy; he may do so on the request of the client, but should 
carefully identify them as his own expressions and avoid impos- 
ing them on the client. The apparent relationship between value 
change and therapeutic change suggests that this may be a con- 
dition for successful treatment. It is necessary for the develop- 
ment and success of psychotherapy to acknowledge the influence 
of culture and values as well as their implications for an effective 


psychotherapeutic process. 


7. Treatment of Major 
Mental Disorders 


Anxiety neurosis 


Anxiety neurosis is perhaps one of the most com 
obtained neurotic disorde i 
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Since the therapist is an outsider, the patient may find it 
easier to accept the therapist’s suggestions and assurances. The 
therapist also creates an atmosphere of mutual trust and friend- 
ship which facilitates open expression of fears and grievances 
that the patient experiences in his life. The very act of expressing 
his pent up emotions and feelings help to relax a patient and he 
may find relief in his symptoms. In other cases, the patient may 
require a long-term insight therapy. During the sessions, the 
therapist pays attention to (а) uncovering the unrecognised 
sources of anxiety; (b) the psychodynamic factors; (c) the 
patient’s adjustment; and (d) the re-education of the patient. 
Considerable importance is given to the meaning of symptoms, 
role of emotions, effect of past experiences, stress of the present 
circumstances. 

By and large during the acute phase, the therapist gives 
mainly support, assurance and simple explanation about the 
nature of illness. Once the acute symptoms disappear psycho- 
therapy may take any of the following forms, namely support- 
tive therapy, insight therapy. psychoanalysis. 

Supportive therapy: In this, an opportunity to the anxiety 
neurotic patient is given to discuss his difficulties with the 
therapist. After a few sessions, the therapist is able to determine 
the specific causes for the symptoms and uses appropriate techni- 
ques, such as reassurance, encouragement and suggestion. 

Insight therapy: Where anxiety has been a chronic condition, 
this method is perhaps the most appropriate one to use and 
patients often respond well to it. This involves developing an 
insight in the patient regarding the causes of his behaviour. 

Psychoanalysis: This method is far too time-consuming and 
expensive a treatment to be called for in the majority of the 
cases. It is most successful in chronic anxiety cases who have a 
personality sufficiently endowed with intelligence and staying 
power to be likely to profit from it. 

Group therapy: Patients are taken in groups rather than 
individually and patients with fixated anxiety respond well to 
group psychotherapy (Sim, 1974). These sessions need not neces- 
sarily be highly analytical, or prolonged and could be of shorter 
duration and may mainly focus on the patients’ overt problems 
which they are able to identify as causes for their present 
symptoms. 
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Milieu therapy: Sivadon (1969) treated anxiety by progressive 
adaptatipn between an anxious patient and his fears, but does 
not restrict the same toa single technique like desensitization. 
He was of the view that the symptoms of anxiety were a function 
of the immediate environment and, therefore, he adjusted the 
whole social milieu in such a manner that the patient was able 
to gradually come to accept situations which were previously 
intolerable to him. 

Behaviour therapy: Behaviour therapy is described as specially 
applicable to cases in which anxiety is directed towards some 
specific situation or object. Various methods used in the treat- 
ment of anxiety are briefly given in the succeeding sections. The 
common methods of behaviour therapy include: (а) conditioned 
avoidance; (b) reciprocal inhibitition; (c) desensitization; and 
(4) flooding. These methods have already been dealt with while 


discussing ‘types of Psychotherapy’, 
Other methods 
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tension headaches. Weiss and Engel (1970) used this method for 
cardiac arrhythmias, whereas Sargent et. al. (1974) used it for 
migraines. Ruskin et. al. (1973) treated ten chronically anxious 
patients with biofeedback method based on electromyogram 
recordings of the frontalis muscle. The patients learned to stay 
very relaxed with low EMG ratings for over half an hour but 
were unable to maintain their calmness once they had finished 
the session. Interestingly, the patients were able to control ten- 
sion in certain specific situations. They were also able to abort 
tension headaches and overcome insomnia. Thus, the biofeed- 
back methods appear to be effective in treating certain specific 
conditions, such as, tension headaches, and it is felt that it would 
be better to concentrate on one or two specific targets rather 
than attack the free floating anxiety as a whole. 

Assertive training: It is usually said that tensions often stem 
from poor interpersonal relationships as a result of maladaptive 
behaviour. An inability to stand up for one’s rights, shyness in 
certain situations or with certain people, an inability to cope 
with authoritarian, aggressive or dominant personalities, lack of 
self-confidence, inability to express hostility or resentment lead 
to frustration (Wilkingson and Latif, 1974). Assertive therapy 
involves history taking, reassurance, modelling, rehearsal and 
role reversal technigues, which are used once a week, and the 


patient’s recent and relevant behaviours are monitored and 
remoulded where necessary. 


Phobic neurosis 
Phobia is a persistent fear of some object or situation that 


presents no actual danger to the person or in which the danger 
is magnified out of all proportion to its actual seriousness 
(Coleman, 1974). Many phobias remit without any formal treat- 
ment, particularly in children under eleven years. Agras, et. al. 
(1972) for example, carried out a five-year follow up of un- 
treated phobic patients and found that in children there was a 
recovery or considerable improvement at the end of 
the period, whereas in the case of adults only 43 per cent made 
a spontaneous recovery. Repeated exposure to the feared object 
or situation appears to be the basic mechanism that brings 
about recovery in these cases. Interest in the treatment of 
phobias has been recently increased because of the success 


complete 
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Phobias, Psychoanalysis with free association and interpretation 
may be rather an unrewarding task (Sim, 1974). Early in the 


Seen as lying in the areas of Oedipal genital conflicts. It was, 
however, recognised t 


Freud himself Saw a necessity for the modification of psycho- 
analysis in the treatment of phobias, and he said that the 


Treatment of Major Mental Disorders 83 


and all of them, to the extent possible, suffering from a similar 
phobia. 

Behaviour therapy: This method has been found to be of great 
value in the treatment of phobias. The behaviour therapist may 
use any of the four methods, viz., desensitization, reciprocal inhibi- 
tion, flooding and modelling. In desensitization, the therapist and 
the patient construct a graded list of situations (in a hierarchical 
order) that provoke anxiety in the patient. The patient is 
also guided and instructed in deep relaxation. After completion 
of these preliminaries, the therapist relaxes the patient and 
then presents the least provocative items in the hierarchy. After 
a few presentations, the patient generally finds he can tolerate 
the previously disturbing image with tranquility. The therapist 
then moves onwards to the next item in the hierarchy until 
he desensitizes the patient to all the items in the hierarchy. 
Gelder and Marks (1966), Agras et. al. (1968) have all reported 
success with this method. 

Conditioned avoidance: In this method, which is based on 
conditioning model, the maladaptive behaviour or the phobic 
behaviour is associated with a punishment. Everytime the phobia 
makes its appearance the patient is given a mild unpleasant 
electric shock or other aversive stimulus. Repeated association 
of phobic behaviour with the punishment leads to giving up the 
phobic behaviour altogether. 

Reciprocal inhibition: In this, the patient is made to respond 
in a manner opposite of the phobic response that the patient emits 
to a stimulus object or situation. Repeatedly, the patient is helped 
to give the newly learned opposite response whenever he is faced 
with a situation producing the phobic response. Ultimately, the 
new response takes precedence over the previous maladaptive 
anxiety response. Wolpe (1962) had reported success using this 
method. Ashem (1963) reported a case of twenty-seven years old 
sales administrator treated by the method of reciprocal inhibi- 
tion. The patient’s phobia was generalised to anything which 
brought the news of the international situation; because of 
the phobia of atomic attack, he avoided radio, TV, movies, 
newspapers and conversations. After nineteen therapeutic 
sessions, the patient made acomplete recovery and a follow- 
up after three months showed the patient maintaining his 


improvement. 
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Modelling: Mild phobias may be relieved by the therapist by 
first carrying out the feared activity himself while it is being 
watched by the patient closely. Using the therapist’s behaviour 
as а model, the patient moulds his own behaviour and thus, 
overcomes his phobic behaviour (Bandura, 1966). 

Flooding: This method entails prolonged exposure of the 
patient to the phobic object or situation without interruption, 
without any gradual approach and without allowing the patient 
to escape from the feared situation. Under this forced exposure 
the patients learn that no harm will come to them if they 
remained in the feared situation. Boulougouris and Marks (1969) 
used this method with Success on four phobic patients. 

Thus, behaviour therapy appears to be the most popular 


and effective method in the treatment of phobias, 


Obsessive-compulsive neurosis 
In obsessive compulsi 


conventional psychoanalysis, 
‘Oaches of Psychotherapy were 
the obsessive 
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compulsive neurotic disorders. 

Supportive psychotherapy: Suess (1972) reported that a short- 
term psychotherapeutic approach may be worth trying in obses- 
sive compulsive reactions. In this, the therapist must aim at 
verbalisation of the patient’s feelings, particularly regarding his 
current life events. Slater and Roth (1977) pointed out that 
superficial psychotherapy, environmental manipulation and 
readjustment, and perhaps some sedation may be of great help in 
obsessional neurosis wherein high anxiety is present. 

During therapy, it is important to ascertain the defenses 
being used by the patient through his affective responses, verbal 
expressions of his affect, facial expressions and other bodily 
cues. Helping the patient to verbalise his feelings would help in 
overcoming his defenses of intellectualisation, isolation, ambival- 
ence and undoing, which are generally used by the patient 
against the forbidden affects. As the defenses are overcome, the 
symptoms too disappear gradually. 

Insight therapy: This technique has been reported to show 
good results when obsessive compulsive neurosis is accompanied 
by depression. It is a prerequisite for the therapist to assess the 
capability of the patient to enter into an insightful experience, 
which can be to an extent determined in terms of the nature 
and type of relationship the patient has with his family members. 
Where the patient had favourable relationship with others and 
where his obsessions had not completely crippled him, in such 
cases, insight therapy would be highly beneficial. The patient 
develops an understanding into his behaviour in terms of why 
he behaves as he does. This understanding/insight helps in 
rendering him asymptomatic. 

Some therapists find a combination of insight and supportive 
therapy to yield better results in the case of the obsessive 


s. In this combined method, а transference neurosis is 


patient ` 
suasion and reassurance 


avoided and techniques like guidance, per: 
are used whenever necessary. 

Group therapy: This method has been recommended by some 
therapists such as Schwartz ((1972) who are of the view that 
setting and the optimal treatment for obsessives are 
herapy respectively. The impact of 
e’s problems with others having 
g the behaviour of other 
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group members in tackling similar problems, helps the individual 
get over his obsessional patterns of behaviour. | 
Behaviour therapy: Mark et. al., (1975) applied a behavioural 
model of ‘in vivo exposure’, to the treatment of obsessive com- 
pulsive neurotic patients with some success. Their treatment 
Tequired the patients to be in-patients for about four to twelve 
weeks, during which period each patient underwent on an 
average twenty-three individual sessions of behaviour therapy. 
Both the therapist and the patient together, prepared а hierar- 
chical list of situations—least to most distressful—that caused 
anxiety and the consequent compulsive behaviour. The therapist 
helped the patient to face each situation calmly while reassuring 
him until he was able to face the same without the compulsive 
activity. The therapist may use in the Process various methods, 


Such as, thought stopping, systematic desensitization, or assertion 
therapy. 


onal thought comes up. On 
‘stop’,—and_ this 
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of urine in it. When he could do this without any anxiety, he 
was asked to imagine a situation in which he puts his hand into 
diluted urine, then undiluted urine, and then to touch a real 
bottle with urine until he reached a stage where he could tole- 
rate drops of his own urine smeared on the back of his hand. 
After one year’s treatment the patient’s compulsive behaviour 
reduced considerably, though not completely cured. For instance, 
where he was spending two hours on hand washing and four 
hours on taking a shower, he spent only three minutes on the 
former and twenty minutes on the latter activity. 

Modelling: This method has been tried out on obsessives with 
some success (for e.g., Haslam, 1964; Bandura, 1969; and 
Rachman. et. al., 1969). In this, the patient copies the appro- 
priate behaviour of the therapist under different anxiety provok- 
ing situations. For instance, Haslam (1964) helped a female 
patient to overcome her fear of broken glasses by making her 
sit with him during meal time at the same table, while the 
broken glass was lying exposed on the table. The therapist’s 
presence and his relaxed behaviour helped the patient also to be 
relaxed and get over the fear. 

Response Prevention: According to this method, if one could 
change the expectations of the obsessive persons it would be 
possible to change their responses also. Meyer (1966) treated 
two in-patients under continuous supervision for several weeks. 
He programmed the situations and activities which had pro- 
duced the compulsive rituals in the patients. He used persuasion, 
reassurance and encouragement to prevent the compulsive 
responses. The treatment having proved successful, he concluded 
that the modification of the patient’s expectations, that is, fear 
of disaster, was possibly the essential factor in changing the 
response. While Rachman, et. al., (1971), Hodgson et. al., (1972) 
and Heyse (1972) have all used this technique, they are of the 
view that if this method is combined with ‘modelling’, it pro- 
duces more effective results. In fact, Rachman, et.al., (1971) even 
go to the extent of claiming that these two methods in com- 
bination are even more superior to that of systematic desensiti- 
zation їп controlling the compulsive behaviour. 

Covert sensitization and reinforcement: Covert sensitization 
refers to the pairing of the imagined scene of deviant behaviour 
with descriptions of noxious or nauseous scenes (Wilson and 
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Davison, 1969). Under this, two methods are available, covert 
Positive reinforcement and covert negative reinforcement. The 
former involves pairing the image of the wanted response with 
some pleasurable activity which is reinforcing the desired image. 
The latter, that is, the negative reinforcement involves pairing 
of the unwanted image with intensely worrying and frightening 
activity or images which helps to get rid of the unwanted 
Scenes. Cautela (1970) used these t 
with success. 

Multimodality approach: 
systems are used іп combin: 


echniques on obsessive patients 


In this method, various therapeutic 
ation. For instance, Friedman (1977) 
е used standard psychotherapy, be- 
therapy and milieu therapy on an 


obsessive patient. She became totally 


after two and half years 
when a follow- 
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Hysterical neurosis 
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~nanipulation is indicated perhaps that would be done first and the 
other aspects of treatment would follow the same. As the session 
proceeds, the therapist gets an insight into the factors that 
determine the patient’s modes of reaction and he passes on some 
of this insight to the patient so that the patient gets an under- 
standing of his own behaviour. 

Suggestion plays a central part in the treatment; under this 
the patient is brought to relive the buried incidents and to bring 
cout all the emotion it caused at the time. This enables the 
patient attain an insight into his problems and the causes behind 
the same. Thus he becomes asymptomatic. Where patients are 
not fit for such insight psychotherapies, supportive psychotherapy 
could be used effectively. This can be provided on a one-to-one 
relationship or in a group therapy setting. 

Other tretament methods: While Dickens (1974) found brief . 
therapy successful in conversion type cases, Kaplan and Deablet 
(1975) suggested the use of hypnotherapy with a severe dissocia- 
tive hysterical disorder. Roden (1979) recommended psycho- 
analytically oriented hypnotic treatment of hysterical blindness. 
Also group therapy had been applied with success on a group 
of patients suffering from neurosis (Volko, 1974). In addition to 
the above, behaviour therapy has been successfully used in 
conditions, such as hysterical paralysis, deafness, blindness and 
aphonia (Eysenck, 1965; Eysenck and Rachman, 1965; and 
Wolpe et. al., 1964). Therapeutic techniques used included 
operant conditioning, avoidance conditioning, negative practice, 
desensitization and abreaction. ” 

Many newer methods of treating hysterical patients appear 
to have come into the psychiatric practice. However, it is pointed 
out that in the treatment of hysterical disorders considerable 
attention should be given to the basic personality problems 
associated with the disorder. Going in line with the above con- 
tention, Chessick (1976) put forward the view that whenever 
possible patients with hysterical neurosis should receive a trial 


of intensive psychotherapy. 


Hypochondriacal neurosis 

It has been generally cbserved that patients suffering from 
hypochondriasis resist all efforts to modify their symptoms 
(Roth, 1974), as the hypochondriac needs to believe in his 
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symptoms if he has to avoid stresses in his life situation. The 
best way to treat him is to develop an understanding and 
supportive relationship in which he is listened to sympathetically, 
is not challenged about his Symptoms and is not deprived of 
his status of being an invalid (Freedman and Kaplan, 1980). 

In psychotherapy with hypochondriacal patients, the first 
task is to work through the somatic fixation and bring the 
patient back to the Psychic area. Then the patient should be 
helped to understand the reason for his misery, and shown how 
defective Personality functioning has led to his frustrations. 
While working with the patient it is equally important to involye 
the patient’s relatives in the therapeutic process, especially in 
the initial phases of treatment, to aid them і 


d to organic disease. 
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information is required before any typical therapeutic method 
for neuresthenia can be advocated. 


Depressive neurosis 
An individual with neurotic depressive reactions reacts to 


some distressing situation with more than the usual amount of 
sadness and dejection. This condition is perhaps most hazard- 
ous of all the other neurotic disorders mainly because of the 
suicidal risks involved. 

According to Kline (1964) formal psychotherapy appears to 
be perhaps the only successful method of treatment in depressive 
neurosis. The treatment (psychotherapy) calls for greater than 
usual activity on the part of the therapist with ‘constant 
emphatic and authoritative assurances of eventual recovery’ 
(Lemere, 1957). 

Before treating this syndrome it is essential to make a proper 
diagnosis, after which according to Wolman (1976), if the 
ntly and if his relationship with the 
the suicidal risk is minimised. 
Further, it is equally important to lift the depression before the 
patient is taken up for therapy. During therapy, since there is 
а high possibility of the patient leaving the treatment half way 
through because he feels better, the therapist must confront him 
with evidence of the underlying disorder, so as to motivate him 
to continue his psychotherapeutic treatment. The main sustain- 
ing factor in psychotherapy is the relationship between the 
patient and the therapist. 

The severely depressed patient is rarely a candidate for any 
treatment other than supportive psychotherapy (Jacobson, 1971). 
During this phase, psychotherapy should focus on (i) explaining 
to the patient and his family the nature of his illness; (ii) 
unconditionally accepting the patient; (i) encouraging in him 
an attitude of understanding, hope and appropriate planning 
for the future; (iv) finding out or anticipating the risk of suicide 
with appropriate intervention; and (v) providing a structured 
daily programme. Further, during this stage he should not be 
forced to engage in activities that he resists because this may 
merely convince him of his helplessness. If there is little suicidal 
risk, and if he feels at all capable of managing it, the patient 
should be encouraged to continue his work since inactivity 


patient is seen freque 
therapist is well maintained, 
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therapists, for example, Frieda Fromm-Reichmann (1950), 
Ariete (1974), etc., have reported successful results of psycho- 
therapy with schizophrenics. 

The immediate objective of psychotherapy, according to 
Wolberg (1977), is to enhance the adaptive reserves of the 
patient so that he is able to come toa special equilibrium 
and discern his chief sources of stress. Allen and Michael (1959) 
had tried behaviour therapy and operant conditioning with 
success on extremely withdrawn schizophrenics and have taken 
them up for psychotherapy on their becoming accessible. The 
key factor in the treatment of schizophrenic patients lies in 
the ability to establish some sort of contact with the patient 
which could help in integrating the patient back with his people 
and bring him to pleasurable aspects of reality. 

In some cases the therapist has to regress to the level of the 
patient (Sullivan, 1937); or side with the patient against the 
family members and environment as did Esterson (1965). 
Initially, the relationship that the patient establishes may be 
extremely unstable and full of anxiety. At times, the patient 
may regress and thereby affect the therapeutic process. These 
problems must be handled by the therapist in a consistently 
reassuring and friendly manner. 

Once the relationship is established, it is better to let the 
patient bring up topics on his own for discussion rather than 
probe into the conflict areas. Federn (1943) stressed for an 
atmosphere of love and warmth wherein his stability and his 
strength could grow as a result of positive identifications with 
loved ones. For this, the therapist has to work also with the 
family members of the patient. Such a loving and reassuring 
relationship would make the patient use it asa bridge and 
gradually return to reality. Uniike in neurosis, analysis of 
resistance in schizophrenia should be avoided to prevent the 
release of the unconscious content that will upset the patient 
more (Wolberg, 1977). However, when the patient himself 
brings up delusional material or symptoms for discussion, the 
same should be explained in simple terms and the patient should 
be also told of how these manifestations originated. 

With all the above efforts some patients achieve a fairly good 
grasp of reality and tend to return to their customary occupa- 
tions, and even to tolerate relationship with other people along 
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the lines of the close attachment they establish with the 
therapist. 

Behaviour therapy: Behaviour therapy as a treatment for 
schizophrenic condition is of relatively recent origin and is 
mainly based on operant conditioning techniques. Ayllon and 
Azrin (1965) studied the effect of token reinforcement on work 
performance of the schizophrenics in ward and hospital jobs. 
When they withdrew the token or gave it free without any need 
to work, they found rapid decline in the patient’s participation. 
Cliffe (1974) studied thirteen chronic mute schizophrenics who 
were randomly assigned to two groups, wherein one group receiy- 
ed positive reinforcement when they spoke, in fifteen sessions 
of thirty minutes duration each, and non-contingent reinforce- 
ment in another fifteen sessions. This was reversed for the other 
included sweets, chocolates, 
- Speech improvement was signi- 
ficantly more under contingent reinforcement. Similar results 


with positive reinforcement were reported by Cochran (1919) 
and Paul and Lentz (1977). 
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a few treatment methods applied in these cases are discussed 
briefly below: 

Psychotherapy: This is perhaps the most difficult method to 
apply on paranoid schizophrenics or persons suffering from 
paranoid reactions. Generally, the patient is forced into treat- 
ment against his will and begins therapy with angry feelings 
towards the therapist. Hence, the most important element in 
effective psychotherapy is the establishment of a relationship 
with the patient in which the latter begins to trust the therapist. 

Freedman and Kaplan (1980) suggest that the therapist in 
the beginning must emphasise the good aspects of the patient’s 
past relationships and avoid disparaging remarks about his delu- 
sions or ideas; he can, however, sympathetically indicate to the 
patient that his preoccupation with the delusion both distresses 
himself and interferes with the constructive life. The patient 
should be allowed to follow his own leads, and when occasions 
arise, the therapist can offer tentative and alternative hypothesis 
about the determining factors; later more direct appraisal of the 
problem may be provided. 

The therapeutic approach should consistently allow for a - 
deeper examination of reality without exposing the patient to 
shame and at the same time strengthen the patient’s satisfaction 
in achievements within the limits of his capacities. The important 
aspect in the therapeutic process is to enable the patient to 
experience satisfaction from real achievements in everyday tasks, 
and such success must be based on realistic performance. It is 
these attainments which would form the basis for prolonged re- 
missions and ultimate recovery. The therapist must firmly and 


he patient in examining the multiplicity of possible 


actively assist t 
kept in 


interpretations of the behaviour of others. It should be 
mind that good therapeutic results cannot be achieved by a single 
massive stroke of brilliant interpretation, but only by taking one 
small step at a time. In certain cases it may be essential to com- 
bine psychotherapy with medication. Relterstol (1970) found 
that two-thirds of all paranoid patients improved with a com- 
bination of therapy and medication. Freedmam and Kaplan 
(1980) stated that a good outcome depends on the therapist’s 
ability to respond to the patient's mistrust of others and the 
resulting interpersonal conflicts, frustration and failures. Further, 
to help patients with paranoid disorders, psychotherapists need 
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to take a larger role in explaining how paranoid mechanisms 
contribute to large scale violence and suffering. 


Manic-depressive psychosis 

Psychotherapy is usually ineffective in most manic and acute 
depressive conditions. This form of treatment has been found 
Successful in mild cases of depression and mania. It has been 
demonstrated that even with the effectiveness of the currently 
used antidepressants and other agents, psychotherapy improves 
the social adaptation of depressed patients. 

The first step in psychotherapy with these patients should be 
the establishment of a communicative relationship, in which 
thoughts, feelings and meanings are noticed and talked about. 
Experience indicates that it is not advisable to have the psycho- 
therapeutic interviews with the depressed patient four or five 
times a week, as it may increase the patient’s shame and guilt. 

The most characteristic aspect of the manic depressive 
defenses is the ability to avoid anxiety by erecting conventional 
barriers to emotional interchange, Reichmann (1967) reported 
that if this was interpreted as a defense rather than a defect in 
the patient’s experience, he would respond by developing a 
greater ability to communicate his feelings and to establish 
empathic relationships. 

Another important problem is that of handling the patient’s 
dependency needs, which are largely gratified Бу successful 
manipulation of others. Since the manic depressive’s relationship 
with others is integrated chiefly on the basis of dependency, 
the therapist would be in a dilemma between the dangers of 
allowing himself to fit into the patient’s previous pattern of the 
dependency gratification patterns and of forbidding it in toto. 
Furthermore, {һе therapeutic relationship in itself is a 
and the therapist must be alert to the 
of the patient while attempting to 


ussion rather than Permit them to go 
ОШ of awareness (Reichmann, 1967). 
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If, therefore, he reports events that seem to be conducive to the 
production of rage and anger within himself but has not ex- 
pressed their emotional connotation, the therapist may verba- 
lise such feelings and state their relationship to other 
persons (involved in the patient’s situations). The patient is. 
thus, relieved of the burden of stating his rage and anger, as also: 
saved from the subsequent guilt feelings arising generally out of 
expressing such forbidden emotions. 

The therapist must always keep in mind the suicidal tendency 
during the depressive phase and guard against the same. 

Behaviour therapy: There appears to be no overall technique: 
that has been developed by behaviour therapists for treatment. 
of depression. However, a few techniques have been evolved for 
dealing with target behaviours found in such depressions. 


Psychosomatic disorders 

Psychosomatic disorders involve a clinical picture dominated: 
by changes in the structure and function of internal organs 
rather than overt maladaptive behaviour. These disorders are 
classified according to the organ system affected and it seems. 
that no part of the body is immune to this (Coleman, 1974). 
The more common conditions considered ‘psychosomatic’, 
include peptic ulcer, chronic ulcerative colitis, hyperthyroidism, 
bronchial asthma, hypertension, neurodermatitis and rheumatoid 
arthritis. Various methods of treatmen 
psychosomatic disorders. 

Psychotherapy: Physiological dysfunctions characterised by: 
psychosomatic disorders are related to early oral-anal fixations 
and indicate severe disturbance in mother-child relationship: 
dating from the pre-genital period. The personality structure of 
the patient consequently contains dependent, hostile and 
masochistic elements that tend to obstruct a good working 
relationship. Wolberg (1977) suggested that in the initial stages, 
supportive therapy would be most appropriate and the therapist 
should aim for an effective working relationship. The second. 
step would be to explore the inner conflicts and needs. Inter- 
pretations to the patient, however, should be very cautiously 
carried out. In other words, until the patient is capable of under-. 
standing that many of his attitudes toward the illness have a 
different cause, and his illness is an outgrowth of personal. 


t are used for treating 
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` difficulties, interpretation must be delayed. 

The circumstances under which symptoms become exag- 
:gerated are investigated with the object of determining areas of 
failure in interpersonal functioning. When these circumstances 
are clearly found, their significance and origin are explored and 
finally the patients are encouraged to put into action the retrain- 
ed attitudes toward life and people. Treatment of psychoso- 
Matic disorders by psychotherapy is generally a long term 
‘process, since the deep personality problem associated with the 
Symptoms resolves itself gradually. Ripley, et. al., (1948) and 


‘treating of psychosomatic patients with psychotherapy. 
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but Chesser and Meyer (1970) outline some difficulties in 
accepting a purely behavioural paradigm concerning classical 
psychosomatic conditions. Recently, biofeedback methods for 
the treatment of psychosomatic illness have been reported by 
Budzynski, et. al., (1970) and Davis, et. al., (1973). 

Group therapy: Stein (1971) claimed that group therapy is far 
more effective than individual psychotherapy in treating psycho- 
somatic conditions. He treated obese patients with group therapy 
with success. Chappell, et. al., (1937) treated patients with 
peptic ulcer through intensive group experience and Garma 
(1973) demonstrated usefulness of group psychoanalysis in the 
treatment of peptic ulcer patients. More recently Jordan and 
Levitz (1977) showed very promising results by combining 
various forms of group therapy and group support with behavi- 
our modification techniques. 

Family therapy: Leoff (1970) considered family therapy as a 

kind of workshop in which one could train the psychosomatic 
patient and his family in the awareness of significant affects 
so as to help avoid somatic dysfunction. Barcat (1971) 
reported a case where the patient was allowed to stay out of 
hospital with her family only as long as she continued to gain 
weight as an outpatient. Thus, family therapy appears to 
be gaining popularity in the treatment of psychosomatic condi- 
tion, though much more information is needed before one could 
confidently state it is the best treatment for psychosomatic dis- 
orders. 
In addition to the above, there are many other methods, 
such as hypnosis, tried out by Harding (1965), Houghton (1967) 
and Gottlieb, et. al., (1973), autogenic therapy, meditation, 
organ specific exercises, etc. and it has generally been observed 
that a combination of different methods appears more appro- 
priate and effective in the treatment of psychosomatic illnesses. 


8. Psychotherapy in Communist, 
Asian and African Countries 


The examination of psychotherapy and related concepts in 
different countries is of special value, in view of the explicit tie- 


in of psychiatry with ‘the basic ideological premises of these 
Societies, 
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aims to render the individual capable of working within the 
‘collective.’ 

Another important feature of psychiatric treatment is the 
tendency to look upon sexuality with distaste; this accounts in 
part for their rejection of Freudian theories. Till recently no one 
appears to have treated patients with sexual disorders and there 
appears to have been no consultation on marital questions in 
these countries. As reported by Segal (1977) only very recently 
has the situation begun to change with the establishment of a 
sexologic laboratory in the Moscow Psychiatric Institute. 

The third significant feature of psychiatric treatment in 
communist countries is the emphasis on rational factors and 
social change in bringing about a change in the-individual’s 
personality. The various psychological processes, such as, 
cognition are considered essentially secondary or dependent on 
physical or physiological aspects. Therefore, psychotherapy in 
these countries proceeds by carefully taking into consideration 
the individual’s physical and physiological conditions, and 
psychotherapeutic measures are generally accompanied by 
measures directed at ‘soma’; further, psychiatrists diagnose emo- 
tional disorders in terms of physiological rather than in dynamic 
terms. It is interesting to note that until about 1950, psycho- 


therapy as a means of treating patients was generally neglected 
or rejected because it was not “materialistic” enough in favour 
of more “physical forms of treatment, such as, insulin coma, 
electric sleep therapy, hydrotherapy, etc.” (Field, 1967). 

The fourth emphasis is based on man’s relationship to the 
means of production and the exchange of commodities. A very 
important element arising out of this is the handling, treatment, 
rehabilitation and resocialization of mental patients through a 
programme of work therapy. It is believed that mental patients 
should engage in some useful and productive work. The results 
of this work should be sold in the market, and the patients paid 
for their efforts. Eventually, whenever possible, they should be 
returned to normal work in industry and agriculture (Field, 
1967, Wortis, et. al., 1964). 

Another aspect is that mental phenomena in these countries 
are considered secondary to material processes. Further experi- 
ences beyond childhood are considered equally crucial in deter- 
mining the individual’s psychology. A communist environment 
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is believed to be the one which best develops proper moral- 
psychological characteristics and thus prevents neuroses due to 
non-adaptive cortical reflexes. Under Pavlov’s theory, symptoms 
of psychoses and neuroses are viewed as conditioned reflexes 
developed through environmental influences. In the communist 
countries “dynamic” theories are seen as having limited social 
usefulness, since they deny the notion of man’s perfectibility and 
ignore the importance of the social environment. 

In some communist countries the overall incidence of mental 
disorder is assessed to be lower than in the western countries 
and this lower incidence is attributed to (1) the people’s unity in 
the common purpose of building up communist societies, (2) 
the slower tempo of life, (3) the fact that individuals have fewer 
decisions to make, and (4) a group life which involves the mental 
and emotional therapy of sharing one another’s problems and 
affairs (Field, 1967). In communist countries, as in the West, 
schizophrenia is regarded as the major psychiatric disorder. 
Homosexuality and other sexual deviations are reported to be 
absent in most communist countries. 


Psychotherapy 

Generally, in thecommunist countries psychotherapy follows 
a medical model. The doctor focuses on relieving symptoms 
rather than on effecting a basic personality change. Usually, 
psychotherapists dissociate themselves from Freudian doctrine 
and combine a pedagogical approach with a view that bad 
education and bad habits lead to neurosis. 

Psychotherapy is thus considered a process of re-educating 
the central nervous system by extinguishing pathologically 
conditioned connections and forming new healthy ones. The 
therapeutic goal is to inhibit pathological activity of the higher 
nervous centers and strengthen cortical control. Usually, rest, 
Telaxation, and suitably selected work are prescribed. In addi- 
tion, Persuasion, suggestion, autosuggestion and hypnosis are 
кү mobilize the patient to deal with his illness, and 
ities ie (oan Beg Currently, In some communist coun- 

choslovakia, Yugoslavia and Poland, therapists 
appear to have started using psychodynamic methods. 
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Types of psychotherapy 

(a) Rational therapy: It is the most widely used psycho- 
therapeutic method in communist countries. This consists of 
four phases: protective, clarification, reconstruction and training. 
In the protective phase, pharmacological and electroshock, 
sleep treatment and hypnotic and other techniques are used to 
establish acceptable environmental situation. In the “clarifica- 
tion” phase, the patient is helped to see connections between his 
symptoms and problems. In the “reconstruction” phase new and 
better habits are consciously and actively sought and in the final 
phase, the patient is helped to improve and perfect his newly 
acquired habits. 

(b) Reproduction psychotherapy: In Bulgaria, Krustnikov 
introduced a form of psychocatharsis called “reproduction 
psychotherapy” grounded in his theory concerning disturbed 
reflex activity of the psychons. This doctrine of psychons, or 
units corresponding to the nervous system, is the most influential 
theory in Bulgarian psychiatry. Placed in a recumbent position, 
the patient reproduces his psychologically traumatic experiences 
in three successive stages: first, the so-called organic group 
(physical changes), next, the emotional content of the experi- 
mental emotional group and lastly, the sensory-perceptual 
group—the objective content of the affective experience. Repeat- 
ed reproduction leads, in most cases, to beneficial therapeutic 
results (Ziferstein, 1976). 

(c) Individual therapy: In East Germany another form of 
therapy was initiated by Leonhard called individual therapy. 
This therapy relies heavily upon exercises to alter the patient’s 
habits. In long sessions the therapist tries to convince his patient 
to execute each detail of the prescribed programmes which vary 
with the patient’s problems. In cases of hysterical neurosis, 
constant appeals are made to the patient’s will power. By con- 
trast, a compulsive, tormented patient is assured that the 
therapist is acquainted with his profound sense of responsibility 
and his conscientiousness. . 7 

(4) Autogenic training: This technique, developed in East 
Germany, assumes the possibility of creating new conditioned 
reflexes. During the first stage of therapy intensive use is made 
of external suggestion, including hypnosis to promote tranquilli- 
zation and therapeutic sleep. In the second stage occupational 


104 Textbook of Psychotherapy 


and musical therapy are used individually and in groups 
(Bekhterey, 1976). In severe cases, especially in neurotic disturb- 


ances, autogenic training involves long-term psychotherapeutic 
Sessions. 


Prevention and rehabilitation programmes Р 
Prevention and public health probably form the dominant 
themes of Psychiatry in communist countries. Occupational, 
family, and social roles are Stressed in the treatment of patients 
and great efforts are made to keep people functioning as long as 
possible in the community and to reserve mental hospital beds 
largely for neurotics who may benefit from environmental change 
(Chin and Chin, 1969), Further, these countries emphasize 
continuity of care and comprehensive tre 
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activity of the central nervous system underlie all mental 
disorders. 

As reported by Ziferstein (1976), the first theoretical pillar 
of Russian and Soviet psychotherapy was the doctrine that all 
mental disorders are caused by disturbances of the normal 
"reflex activity of the central nervous system. Based on the 
pronouncements of Sechenov, and applied in clinical psychiatric 
research by Korosakoy, this theory was given an experimental 
foundation by the work of I.P. Pavlov and his pupils. 

In addition to Pavlovian neurophysiology and Marxian 
dialectical materialism, Soviet psychotherapy had a third basic 
theoretical aspect, i.e., the study of the intrapsychic conflicts and 
of the personality of the patient as crucial factors in his illness. 
Ziferstein (1976) says that this theoretical interest is closely 
related to the practice of what is called dynamic (or uncovering) 


psychotherapy. 


Characteristics of Soviet psychotherapy 

1. Soviet psychiatric treatment emphasises on genealogical 
history with little focus on interpersonal relationships. 

2. It is mainly oriented toward the present and does not deal 
with the dynamics of emotional disorders. 

3. It does not give importance to dream interpretation or 
sexual factors in emotional disorders. 

4. The highest emphasis is given to the patient’s social 
structure and his relationship to his environment. 

5. Soviet psychotherapists give importance to actual ехрегі- 
ence іп the etiology of neurosis and define neurosis as an illness 
of personality characterized by disturbed relationship to the 
environment. They do not subscribe to searching for any “deep 
mechanisms” in the process of psychotherapy. They affirm that 
psychotherapeutic work should help to bring out the psycho- 
logical mechanism behind a particular symptom. 

6. Group therapy as practised in the western countries is 
relatively unknown to Soviet psychotherapists. 

7, It emphasises in defining the goals of therapy in terms of 
the individual’s ability to engage in socially useful work and to 
function as a fully valued member of the collective. 

8. Soviet psychotherapist, in treating neurotic patients, 


actually works to create a positive climate. He plays an active 
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Tole in the treatment, diametrically opposite to the non-directive, 
purely interpretive role that is advocated by classical psychoana- 


lysis. He emphasises the need for an integral clinical approach 
to psychotherapy. 


Thus in Soviet therapy there is an emphasis on a materialistic 
approach to the Problems, rational influences on personality 
and the influence of the conscious and reconstruction of attitudes 
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conflicts. The patient is then asked to write a list of circums- 
tances in his life with which he is dissatisfied or which he would 
like to have changed. He is then helped to rank order his 
wishes and demands according to their importance for him. 
Following this, the patient also writes and rank orders a list of 
life circumstances with which he is satisfied, especially the 
positive characteristics of those with which he has conflicts. 
Next, the patient writes and rank orders his own positive and 
negative traits as he sees them and as he thinks other people see 
them and discusses with the therapist the extent to and the 
ways in which he might have also contributed to creating of 
conflicts. The therapist then relates the lists of mutual demands 
of positive and negative characteristics to each other, adding 
his own observations of the patient’s patterns of interaction 
with others during his hospitalisation. The patient’s conflicts 
then are formulated ina ‘rational’ way, while guiding the patient 
to accept the realistic demands of his social environment. He is 
also helped to give up his own unrealistic demands and unhelp- 
ful attitudes and make plans to implement his more realistic 
demands. The entire reformulations are done through discussions 
of every aspect in detail with the patient by the therapist. 
Finally, the therapist also helps the patient to practice the 
rational solution arrived at and accepted by the patient, through 
the process of discussion with the therapist. 

Work therapy: This therapy is considered as a major tool in the 
psychiatrists’ therapeutic armamentarium. It is organised on the 
basis of three principles: (i) work assignments must be indivi- 
dualised; (i) involvement іп work should proceed in steps or 
stages; and (iii) work therapy must be combined with other treat- 
ment methods, especially psychotherapy. According to the 
Soviet psychiatrists, work therapy has various specific therapeu- 
tic functions but also certain associated practical functions. For 
instance, it may help to preserve the patient’s normal role and 
daily routine and free him from distressing preoccupations. The 
work gives him status, involves him in a rational and helpful 
way with others and increases his income as well as maintains 
his working skills (Ziferstein, 1976). 

Wortis, et. al., (1964) stated that work therapy is especially 
important for (a) stabilization of remissions; (Б) for prevention 
of deterioration; (с) for stabilising residual defects after 
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treatment of chronic conditions; and (4) in helping severely dis- 
turbed or retarded persons to do some regular simple work. 
This ranges from very simple work like pasting on boxes, to 
very technical work such as Preparing electronic equipment for 
the hospital use. Besides, work therapy also provides a peculiarly 
effective setting for the operation of helpful group processes. 
ˆ Collective Psychotherapy: The basic influence on the therapy 
and practice of collective Psychotherapy in Russia has come 
from the field of education. Thus, a major emphasis in collective 
Psychotherapy is on education and re-education, employing the 
Powerful influences of the peer group collective under the 
guidance of the therapist. According to the Soviet psychiatrists, 
collective Psychotherapy is a continuation of the everyday life 
experience and work experiences of the patients, that is, work- 
ing collectively for a common goal. Inthe case of therapeutic 
collective, the goal is to help each other to get well. Further- 
more, the collective spirit achieved and reinforced in the thera- 
peutic collective is carried over into the everyday relations of 
each member of the therapeutic collective. 

Speech therapy: This is a widely used method in treating the 
mentally ill persons in Russia. Many studies reported by 
Russian Physiologists indicate that the effect of words, depend- 


ing on their content, is capable of bringing about change in the 
human organism. It is possible, thus, 
of the autonomic ner 
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large variety of methods with varying emphasis and focus suited 
to their culture and ideology. 


Psychotherapy in China 

In Chinese psychiatry the range of therapy is greatly 
extended by the methods of traditional Chinese medicine. 
Unlike in the West, Chinese medicine developed with 
little outside interference and maintained certain coherence 
throughout its development. Thus, many ancient methods are 
commonly and widely used even today in the treatment of 
mental illness. 

In ancient China, it has been reported by Veith (1955) that 
the mentally ill were relatively well treated. By and large, the 
treatments used were common to physical and mental 
illnesses. For instance, according to Cerny (1965) acupunc- 
ture, massage, medicine and exercises were prescribed for all 
diseases. While medicines included gold, jade, pearls, pine and 
cyprus seeds and resin, there were many methods of massage 
and exercises focusing on certain parts of the body which needed 
revitalisation. 

It also appears from the reports of Tseng (1973), that 
environmental manipulation was resorted to in certain cases as 
early as 1368 А.р. in China. For instance, persons suffering from 
stuporous catatonia used to be initially treated by herbal medi- 
cine, and then while the patient slept, his clothes and bed-clothes 
were removed; upon waking, the patient would be surprised to 
discover the disappearance of his clothes, and he would be 
scolded until he started to cry and fell asleep again. Following 
this, the patient would be clothed again and his bed-clothes 
would also be put back while he was asleep, thus when the 
patient woke up he found to his surprise the change in his 
environment, which in turn led to a certain enlightenment for 
recovery. 

Besides, there were also three traditional guides to correct 
the behaviour of the individual, viz., Tao, Filial piety and Face. 
In Tao, certain laws or patterns of behaviour were prescribed 
by nature and society according to which the man had to mould 
his behaviour. On the other hand, filial piety required that an 
individual revered his family and ancestors, the living and the 
dead, by both service offerings, prayers and moral conduct 
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above reproach. As for the Face, it referred to the individual's 
public, moral and social standing. Inappropriate behaviour 
brought loss of ‘Face’ and shame. . 

Generally, the mentally ill were taken care of by their rela- 
tives, or used to wander about from one place to another. How- 
ever, when they became assaultive, dangerous or bothersome 
to the society, they were locked up in cells (Bermann, 1968). 

During the period of foreign rule in China, western ap- 
proaches to the treatment of the mentally ill were introduced by 
the American and British medical missionaries in the latter half 
of the nineteenth century. However, from this time until the 1949 
revolution, not much work appeared to have been done in the 
application of western methods in the treatment of mental dis- 
orders (Wong, 1950). In fact, while psychological thinking and 
Practice were heavily influenced by Dewey’s functionalism, it 

` was hardly influenced by psychoanalysis or Gestalt theory or 
behaviourism (Chin and Chin, 1969). After the revolution, 
psychological and psychiatric practice were brought in line with 
Marxist-Leninist thought and the teachings of Mao Tse-tung. By 
early sixties psychiatric facilities were found throughout the 
country even in previously backward areas (Cerny, 1965). Data 
for recent years, however, are not available. 

Since the revolution, the development of psychiatry in China 
came under the decisive influence of the dominant political 
trends in the country. The influence of the Soviet Union pre- 
dominated, and Pavlovian theories gained greater popularity in 
China. Dialectical materialism was officially sanctioned as the 
correct philosophical foundation for psychiatric thinking and 
‘mentalistic’ theories of the West came under persistent attack. 
Psychoanalysis was rejected as bourgeois (Ho, 1974). 

In June 1958, the first national conference on psychiatric 
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exercises, and use of numerous drugs derived from vegetables 
and animals. 

Acupuncture represents a complex system of treatment by 
means of a number of insertions of various types of needles 
into strictly delineated and empirically chosen regions of the 
body. Taipal and Taipal (1973) reported that sixty per cent of 
the shcizophrenic patients improved by this treatment. 

Ignipuncture involves thermal excitation through various 
methods of cautery and burning at empirically determined 
points of the body. Sometimes, both acupuncture and ignipunc- 
ture methods are combined in precisely defined course of treat- 
ment, and such this combination. is called Cohnchu.' These two 
methods either singly or in combination are also used to treat 


the mentally ill persons. 

As for psychotherapy in China, Ho (1974) reported that a 
combination of drugs, physical techniques and psychosocial 
therapeutic procedures are generally used, with emphasis on 
education through participation in group discussion, vocational 
training, recreational activities and productive labour. Psycho- 
therapy is referred to as “Рапћаіп” or heart to heart talks con- 
ducted by the psychiatric personnel with patients either indivi- 
dually or in small groups. The quality of the relationship be- 
tween the doctor and the patients is considered the most impor- 
tant factor in psychotherapy. Emphasis is laid on self-reliance 
which again operates at two Jevels, viz., an individual patient 
helping himself, and patients collectively helping one another. 
Patients are also encouraged to act as therapeutic agents for 
other patients. In China, milieu therapy is also widely used 
which includes work therapy, physical and cultural activities, 
group discussions and ideological study group (Chin and Chin, 
1969). A synthetic method consisting of simultaneous applica- 
tion of psychotherapy (suggestion and reasoning), lectures, dis- 
cussions, work and recreation, was introduced in 1958 for the 
treatment of neuresthenic disorders. Quite often Mao Tse-tung’s 
thought is used to fight against their illness. = 

Group therapy: This method consists of both political studies 
and group therapeutic discussions with a member of the hospital 
staff. On many occasions, the patients themselves organise 
groups for studying politics, wherein they discuss Mao Tse-tung’s 


works. 
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Rational directive psychotherapy: Тһіѕ`іѕ a typical method of 
psychotherapy which incorporates forces of conscience and calls 
for an individual effort and engagement by education and re- 
education within the framework of the current socio-political 
conditions and the prevailing political thinking as well as. 
dialectic materialism. In this, the patient is helped to fight the 
disease and its symptoms, and the therapist at the outset ex- 
plains to the patient the origin, nature and course of his illness 
as well as about the negative troublesome traits of his регѕопа-. 
lity and the treatment he needs to undergo. Further, in Chinese 
psychotherapy, the patient is helped by the other members of 
the group to recover from the illness, following the principle 
“The strong must help the weak”. 

The current Chinese approach to mental illness has the 
following salient features (Ho, 1974): ` 


(a) Belief in the educability and curabilit 
ill persons. 


(b) Stressing the patient’s self-reliance and ac 
responsibility. 

(c) Use of a diversity of methods in the treatment of men- 
tally ill, and emphasis on the coordination of efforts by 
all parties concerned. 

(d) The policy of decentralisation, emphasis on prevention, 
collectivism and downgrading of professionalism. 

(e) Politically motivated approach and stressing of relevance 
of politics in dealing with mental illness, 


y of the mentally 
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The above account of Chinese psychotherapy is, perhaps, 
only an outline of what is being practised in that country. Con- 
Siderable information is needed to utilise their experience. 
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As one peruses the history of psychotherapy in Japan, one 
obtains many psychotherapeutic procedures even in ancient 
Japan. Historically, the Japanese word corresponding to ‘psycho- 
sis’ appeared in the eighth century and the first monograph on 
psychosis within the framework of traditional Chinese medicine 
was published in 1819 (Uchimura, 1954). Following the cure of 
mental illness of a princess by visiting a certain temple in Japan 
(900 and more years ago), a large number of persons stricken 
with mental illness started visiting the temple. The first mental 
hospital was built in Kyoto in 1875. The year 1902 marked the 
official beginning of Japanese psychiatry as a branch of modern 
medicine. It was only during this period that the first meeting 
of the neuropsychiatric society, now known as the Japanese 
Association of Psychiatry and Neurology, was held. The first 
issue of its official journal was also brought out at this time. 

In the Japanese psychiatry, the dominant influence was exert- 
ed by the German-Austrian School because Kure, a Japanese 
psychiatrist, studied under Emile Kraepelin of Germany. The 
treatment for mental disorders during this period was predomi- 
nantly somatic-organic. However, almost all the known psychia- 
tric theories and procedures, such as, psychoanalysis and Morita 
therapy, were introduced and given a fair trial in Japan (Chang, 
1965). 

г the World War (1940-45) the Japanese were confronted 
with a massive influx of American culture including psychiatry. 
The American psychiatry was very different from their own not 
only in its wide-ranging incorporation of clinical psychology, 
sociology and anthropology, but above all in the absorption of 
psychoanalysis into its psychiatric thinking and psychotherapeu- 
tic practices. The Japanese saw varying responses to these influ- 
ences, while some embraced the dynamic American psychiatry, 
others were confused and yet others rejected it. Due to the 
efforts of Uchimura (1954), a leading member of the Japanese 
Neuro-psychiatric Society, there was an increase In the number 
of Japanese psychiatrists and many were gradually getting 
interested in dynamic psychiatry as well as in diverse schools of 

lysis. 
К the various forms of psychotherapy, perhaps Morita 
therapy is one of the most widely accepted forms of treatment 
largely due to the cultural climate of Japan. This system of 
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psychotherapy was developed by Dr Morita in the beginning 
of the twentienth century, to treat a group of neuroses which he 
called as ‘shinkeishitsu’, the term literally translated meant ner- 
vousness. In addition to this method, other methods, such as, 
existential analysis, autogenic training and behaviourism were 
successfully introduced and adopted by Japanese psychiatry. 

An important feature in the practice of Japanese psycho- 
therapy is that the neurotic disorders are considered as behaviour 
disorders and thus the patients are subjected to a series of 
supervised corrective experiences. They do not investigate the 
foundations and origins of neurotic behaviour or even the stress 
factor. Further sociological factors and sources of conflictual 
materials are not sought after. While Japanese psychiatry 
believes and uses the term unconscious the latter is usually 
employed only to denote sleep rather than a state of mental and 
emotional activity not readily apparent to the individual. Trans- 
ference and dream analysis are not considered and delusions are 
Classified according to the content. Thus, there are delusions of 
religion, delusions of invention and delusions of importance, No 
attempt is made to uncover the reasons for suffering from 
delusions. ў 

Japanese do not consider sex or any other human feeling as 
evil. On the contrary, they consider every feeling as good, pro- 
vided it remains completely within the individual’s control. 

The four methods in use in Japan for treatment of mental 
disorders are (i) exorcism, (ії) Zen Buddhism, (iii) Morita 
therapy, and (iv) Naikan therapy. 
liturgy (invocation, recitation 
use of ‘gohei’ or a sacred tree or a 
h God’s spirit descends and attaches 
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breathing, posture, unbiased non-reactive collectedness of mind. 
Zen is best learned in a ‘sangha’ (congregation). It is learned 
under the direction of a Zen master who gives both group and 
individual guidance in all aspects of Zen Buddhism. There are 
three main features of Zazen practice: (a) the use of selective 
attention to breathing; (b) concentration on the resolution of 
purposely paradoxical counterconceptual problems; and (с) sus« 
tained efforts to continually refine a choiceless concentration 
without subject or object (Shima and Douglas, 1975). 

Morita therapy: This therapy is the one and only psycho- 
therapeutic practice which originated in Japan and this method 
is said to be closely related to the Japanese culture. For instance, 
from their infancy the children are taught that the ‘will’ should 
be supreme over an obedient body. Part of the Morita therapy 
is to master the body through the power of the ‘will’ (Jacobson 
апа Brenberg, 1952). The subject of Morita therapy is to effect 
a basic change in the personality structure or develop a new 
perspective on life by means of which neurosis becomes super- 
fluous. The treatment is relatively brief and lasts typically for 
about four weeks for hospitalised patients. When а patient 
arrives at the hospital he is given an outline of the treatment 
procedure and after a brief exchange with the therapist he is 
sent to bed. Then onwards to the time he is discharged, he is 
not allowed to have any outside contact at all. The hospital 
course is generally divided into four stages, namely: (i) absolute 
rest; (ЇЇ) light physical activity; (iii) moderate physical activity; 
and (iv) discipline by coping with the complex unpredictable 
problems of life. 

During the first three phases of treatment the patient is able 
to see and speak with only the doctor and nurses attending on 
him. He may not speak with his family, friends or with other 
patients or even staff members not directly concerned with him. 
The purpose of this isolation is to encourage introspection and 
‘soul searching’ to promote a greater consciousness of self. In the 
first phase, the isolation is such that the patient is allowed to 
do nothing to help pass his time. He is prohibited from speak- 
ing, writing or performing any kind of handwork even when he 
experiences strong anxiety at not doing anything. Besides, he is 
not given any understanding of how he will recover or how 
recovery will be effected as the feeling of expectation itself might 
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disturb the natural process of recovery. A strong feeling of 
tedium is usually induced in the patient between the fourth and 
seventh days, and the doctor decides regarding the sufficient 
tedium that had been produced, and the patient is then put on 
the second phase of the therapy. 

In this phase, though yet isolated, the patient is encouraged 

-to write in his diary every evening all that he wants to convey 
or feels. This he should continue until the end of his treatment; 
the diary is said to be a valuable aid to the therapist in diagnosis 
and therapy. The routine remains rigid and the patient has to 
follow a strict schedule in getting up or going to bed or taking 
up any activity such as walking and exercises. This period lasts 
for seven to fourteen days, and its goalis to promote spontaneity 
of thought in the patient by forcibly restricting his physical 
activity. It is during this period that the patient will demand to 
be allowed to perform certain tasks without any prompting from 
the doctor or the staff of the hospital. 

The third phase of the treatment lasts from fourteen to 
twenty-one days, during which the patient is allowed to take up 
moderate to heavy work, and with the help of the doctor he 
gains also confidence in his skills and abilities, 

The last or the final phase of the treatment lasts from 
twenty-one to thirty days and is perhaps the most difficult 
phase of the therapy. It prepares the patient for return to a 
complex social life under the supervision of the doctor who 


trains him to adapt himself to the changing stresses of his 
environment. 
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to reshape his attitudes and behaviours in the present. The main 
characteristics of this therapy, according to Reynolds (1977) 
are: (7) The clients meditate continuously according to а highly 
structured series of instructions, emphasising self-observation 
and self-reflection; (ii) during meditation the client examines 
himself in relationship to his family; (iii) the client recalls the 
care and benevolence that he received from others and how he 
reciprocated the same as well as the troubles that he gave them; 
and (iv) the increased awareness created as a result of such an 
introspection brings about an increased feeling of gratitude 
towards the family as well as produces an increased sense of 
responsibility towards them and his life as a whole. This treat- 
ment is typically suited to the Japanese culture which emphasises 
the value of feelings of gratitude towards family. 

Thus, in Japan therapies based on traditional systems арреаг 
to be carried on simultaneously with those based on western 
therapy concepts. The main form of psychotherapy practiced in 
Japan seems to be Morita therapy which appears well suited to 
their cultural norms, traditions and value systems. 


Psychotherapy in South-West Asian countries 

Iran, Iraq, Kuwait, Turkey, etc., are all developing countries 
which consist of a predominantly Moslem population. Detailed 
account of psychotherapeutic methods being practiced in these 
countries is not available; however, from the available literature, 
it appears that in these countries the mentally ill are usually 
treated by traditional indigenous practitioners. 

In Kuwait, a mentally ill person is usually taken first to a 
Mullah (teacher) at whose house he may stay for two or three 
days during which time the Mullah reads to him passages from 
the Koran, blows air on him in a prescribed ritualistic manner, 
writes certain words on paper, wraps the same in a cloth 
and suspends it on a string from the patient’s neck or arm. 
The writing usually consists of magic symbols or words from the 
Koran and is written with a special ink made by mixing certain 
prescribed herbs. If this fails to have any effect on the patient, 
the latter is taken to a ‘muttawe’, a native doctor, who may 
use the same treatment or another called as ‘Kai’, that is, 
cauterisation of the head in the form of a cross. If both these 
treatments fail to effect any cure, the patient is chained under- 
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ground in а cave or a closed room; occasionally attempts were 
also made to flog the patient to drive out the devil from within 
him. 

Sometimes ten or twenty such sick people are gathered toge- 
ther (usually hysterical) and the muttawe апа his few assistants 
act as the master of ceremonies at a ritual named as ‘drumming 
out the devil’, Different rhythms and sacrifices are carried out 
depending upon the type of devil that possessed the patient. 
The group numbering thirty to forty persons including the 
Spectators start dancing in the early morning and may literally 
continue for three or four days until the patient drops down 
exhausted. Fire and incense are used to heighten effects. 

Another treatment, almost equivalent to the modern technique 
of catharsis or abreaction, was also practiced in these countries 
(Issa and Issa, 1970). In this treatment, members of the society 
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(i) Pharmacological therapy, suggestion, occupational the- 
rapy, rest therapy, supportive psychotherapy, analytic psycho- 
therapy and group psychotherapy were all used in that order 
for the treatment of neurotic conditions; 

(ii) ECT, occupational therapy and supportive psychotherapy 
were all used in that order for treatment of psychotic disorders. 

The number of psychiatrists with adequate training is very 
small in these countries and the few practicing were trained in 
the United States. When a detailed investigation of their work 
was done by Ozturk and Volkan (1971), they found that most 
of them had modified their psychotherapeutic approach to suit 
the local culture, that is, they were more frequently using 
directive, authoritarian methods rather than self-directive 
methods. Further, in Turkey, for instance, they also found that 
group therapy in the form of group talks, group visits, group 
mournings and group praying were quite popular. 

Kline (1963) reported that in Kuwait, pharmacotherapies 
and recreational therapy were widely used. In Iraq as reported 
by Issa (1966) ECT appeared to have been the most popular 
method of treatment and psychotherapy had little appeal 
to the patients. This perhaps was due to the fact that psycho- 
therapy took longer as compared to the quick magical effect 
expected from the local treatment of the indigenous medical 
practitioners. 

Thus, in these countries, it appears from the above account 
that mostly people suffering from mental illness are seen by the 
local practitioners who use many religious and traditional 
methods. However, there appears also а trend in people showing 
more interest in the modern methods of treatment. Due to 
paucity of literature about the psychiatric practices in these 
countries, no definite conclusions can be drawn. 


Psychotherapy in Africa | 
Africa is a vast continent with people of different colours, 
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Health, security and good fortune for the people of Africa 
appear to be threatened constantly by various human and ѕрігі- 
tual forces in the universe. Some of these are thought to be 
caused by the anger of gods, destiny or evil spirits. Religion, 
therefore, appears to be the main guide and resource for protect- 
ing oneself against these disasters (Lambo, 1974). 

А bewildering array of vast and complicated systems of 
psychotherapeutic practices exist in these Countries and in spite 
of their diversities, they emphasise that reality consists in the 
relation not of man with things but of man with man and of all 
men with spirits. Thus, Psychotherapy appears to be a part of 
the African social milieu, 

In the African traditional psychotherapy, ‘abreaction’ is very 
extensively used which takes various forms, such as, confession, 
dancing, rituals, Suggestions. According to the traditional healers 
and native practitioners of medicine in Africa, Psychotherapy in 
a broad sense implies a relation betwee: 


adopted by other African countries 


environment js given the highest imp 
Psychotherapeutic treatment. 


also. The therapeutic 


ortance in the African 
For instance, 
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Another such community treatment approach has been also 
reported in Nigeria by Ayourinde and Erinosho (1980). Here 
too the emphasis is on mental health education conducted in an 
atmosphere of equality and respect for the beliefs of others. 
Such an approach helps in removal of resistance in the patient 
towards western system of treatment, and also contributes to 
greater cooperation between the western therapeutic approaches 
and traditional healing practices. There are, thus, examples of 
cases being treated simultaneously by a psychiatrist and a tradi- 
tional healer (Edeh, 1978). 

In conclusion, it can be stated that psychiatry in Africa 
appears to have been acceptable to the people by involving the 
traditional healers in whom they have faith along with the 
western psychiatrists for the treatment of various mental dis- 
orders. This perhaps is one of the typical examples of modifica- 
tion of psychotherapeutic techniques of the West to suit the 


particular culture concerned. 


Overview 
An attempt had been made to bring together reports on 


psychotherapeutic practices in different countries with different 
ideologies, cultures, values and norms. From the foregoing ana- 
lysis one can arrive at certain conclusions: 

(i) Irrespective of the different countries having different 
basic ideological pressures, they all appear to have Һай psycho- 
therapeutic practice in one form or another even in ancient 
times. 

(ii) The treatment of mental disorders in all countries had 
generally followed the cultural norms existent in the society and 
where needed it had changed to suit the changed cultural or 
political ideology, for example, in China. 

(iii) Those countries which had attempted to adopt the 
western psychotherapeutic procedures had all suitably modified 
the approach in accordance with the prevailing societal norms, 
culture and value systems. 

Perhaps the success of psychotherapy, as has been pointed 
elsewhere in this book, appears to depend on the extent to which 
it fis in line with the existent attitudes, values and beliefs in the 


society. 


9. Psychotherapy in India 


A discussion of psychotherapy in India would not be com- 
plete without tracing the concept of mental illness as existed in 
the pre-Vedic times to modern era. Many forms of treatment of 
the mentally ill appear to have existed in the ancient times and 
a very comprehensive review of the same can be found in the 


article, ‘The Psychiatric thought in ancient India’, by Venkoba 
Rao (1978), 


been attributed to the possession of the individual by the demons 
and treatment was accordingly magic, divination and temple 
healing. As mentioned by Venkoba Rao (1978) the psycho- 


therapeutic effects were inherent in almost all forms of primi- 
tive treatmen 


were considered greater than any well read scholar or medicine- 
men. Things giv 
tabiz, were consi 


yed their every 
word implicitly. As observed by many, for example, Apple et. al. 
(1953), Hastings (1958) and Frank (1964), pre- 


have been in no way different from that 


any aberration resorted 
ments. 


The Aryan invasion heralded the Vedic period in India which 
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extended from 1500 в.с. to 800 в.с. Of the four Vedas, the Rig, the 
Sama, the Yajur and the Atharva Veda, the last one appears to 
have contributed the maximum to the understanding of medicine 
and psychiatry. The Rig Veda lent several concepts of mental ill- 
ness; during Kausika Sutra period importance of medical herbs 
was realised. It was only during this period that explanations 
were advanced regarding diseases being of two kinds, one caused. 
by unwholesome diet and the other arising from sins and moral 
transgressions. Ayurveda was for the cure of the former and 
Atharva Veda was considered the cure for the moral trans- 
gressions. The Vedic thinkers found in man almost the same 
order which they perceived in nature. They attributed the 
psychological faculties to a principle ‘manas’, a light implanted 
into the heart. In Sathapatha Brahamana period, human be- 
haviour was classified into bodily, mental and vocal type. In the 
Upanishadic period (800 to 600 в.с.) the concept of mentally ill 
was highly influenced by philosophy and psychology. These 
disciplines believed that proper study of mankind was only man. 
Chandogya Upanishad described man as consisting of mind with 
life as body and light as form. The mind is the one which feels, 
knows and wills and it is a special organ which also understands, 
retains, remembers, reflects opinion, wills and desires. The next 
important contribution of Upanishads has been regarding the 
personality make-up and states of consciousness. Upanishads 
conceived the personality with several dimensions or layers, the 
third layer was considered as ‘manomaya’ ог mind, whose func- 
tions were perceptiou, cognition and memory. 

Throughout the Upanishadic era, the stress was upon the 
self, that is, the spiritual component of the personality. Man 
was urged not only to know ‘thy self” but also ‘realise thy self’. 
These two dictums are present in the Gita which has in it the 
essence of psychotherapy in the nature of mind—body complex 
and its responses. Between 600 B.C., and 200 A.D., was the period 
which made the maximum contribution to Indian medicine. 
It was during this period the two major religions, viz., Buddhism 
and Jainism were established, and six major philosophical systems 
emerged—the Nyaya, Vaisheshika, Samkhya, Yoga, Mimamsa 
and Vedanta. While magic became a part of these philosophical 
systems, medicine deviated from religion and medicine and 
psychiatry came to stand on a more rational footing. It should, 
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however, be remembered that medicine in general and psychiatry 
in particular borrowed extensively from Vaisheshika, Nyaya, 


came up during Vaisheshikadarshana, according to which mind is 
a substance (dravya) that is atomic in constitution and derived 
from four essential elements, light, earth, air and water. At this 
time, the Concept of splitting of mind—molar and molecular— 


Proportion at the expense of the 
other two, disturbances resulted. 

understanding of the integrated and dis- 
) also came from Patanjali Yoga and 
put forward certain typical diagnostic 
Ss as well as various differentiated treat- 
fferings of the mentally ill. A discussion 


ian Psychoanalytic Society. It is interest- 
€ of Freud’s work under the concept 
ented his own Original views about it, 
апу from those of Freud, Sinha (1966) 

cial and biological 
aspects Causing repression, Bose emphasised the psychological 
©PPosition of infantile Wishes. Bose also differed from Freud in 
that he proposed 4 theoretical ego white Freud had proposed 
more of a practic: elopment of psycho- 
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psychotherapy in India, and who received his personal analysis. 
from USA and later came under the direct influence of Melanie 
Klein, was Dr. Satyanand. He combined psychoanalysis derived 
from western concepts with those derived from the Indian 
mythology, Hindu philosophy and the Bhagavad Gita. He called 
his treatment techniques as total psychoanalysis or soul analysis. 
because his technique was successful in handling primary 
narcissism and primary illusions. Thus, psychoanalysis had a very 
vigorous beginning though in the later years had very- few 
followers who could continue it with the same zeal and interest. 

Despite the effort of Dr. Satyanand and a few others, psycho- 
therapy in India remained more a western concept rather than a 
fusion of Indian and western thoughts. This is amply highlighted 
by Surya and Jairam (1964) in their paper presented at the 
sixteenth Indian Psychiatric Conference. They also drew attention 
‚ to some of the specific anticipations and expectations of Indian 

patients. They observed that the Indian patient is more ready 
than his western counterpart to accept overt situational support, 
but less ready to seek intra-psychic explanations. Also, an Indian 
patient feels more comfortable in the direct role relationship with 
the therapist and prefers direct support. Dhairyam (1961), an 
American trained Indian psychotherapist, observed that psycho- 
therapy in India will have to lean heavily on the spiritual herit- 
age of India, if it has to offset the militating factors that are 
working against it. 

Pande (1968) looked at the mystique of western psycho- 
therapy through eastern eyes and concluded that more than a 
phenomenon, western psychotherapy is an institution of the 
western society ‘deriving its roots from it and in turn affecting 
and transforming the soil and era in which it thrives’. India, 
therefore, needs a system of psychotherapy that is based upon 
its own socio-cultural systems to be effective. 

Neki (1977) identified the emergence of certain definite trends 
in psychotherapy in India, According to him, there is an effort 
to search for more appropriate therapeutic paradigms, establish» 
t of culturally relevant therapeutic goals, evolving of thera- 
ues based more on the culturally rooted patient 
expectancies, than merely translating the western psychotherapy 
into Indian language. The above trend would be indeed welcome 
considering the characteristic cultural features of Indian society, 


теп 
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and the very advanced indigenous systems of medicine which 
had in themselves certain methods and techniques to treat the 
mentally ill. 


Psychotherapy and religion 

There is considerable dispute about whether or not religion 
can contribute towards the stable working of the human 
mind. According to Akhilananda (1947) no psychotherapy 
or physical therapy would be effective unless it is supplemented 
by a sound and satisfactory philosophy of life. The latter 
is possible to be imparted only by one who has it in him- 
self, whether he may be a religious man, psychiatrist, psycho- 
logist or a physician. It is indeed a known fact that ancient and 
modern spiritual leaders through their lives and teachings had 
removed all frustrations and conflicts of people and had given a 
sound basis for real happiness. These priniciples perhaps had 
been one of the most important aspects that kept the Indian 
people peaceful and harmonious for centuries as is evident in the 
fact that mental and functional diseases had been rarely found in 
them in the past (Akhilananda, 1947). Boss (1965) pointed out 
that there were in India the exalted figures of the sages and holy 
men each of whom was a living example of the possibility of 
human growth and maturity as well as the attainment of an 
imperturbable inner peace, a joyous freedom from guilt and a 
purified selfless goodness and calmness. Sri Ramakrishna and 
other ancient and modern Hindu teachers pointed out and taught 
that God is bliss, and any one who meditates on bliss, gets 
unbounded joy. 

Further, Hindu religion believed that, however sinful a man 
may be, however deplorable his conduct may be, he always has 
the Possibility of redemption and enlightenment. In almost all 
religious teachings one finds a definite understanding of the 
ee Papi change and transformation. A proper 
Akhilananda cay religion and religious ideals, according to 
can it create oe a man into a paralytic state nor 
encouragement, hee sense of fear; but would only give 
goal. Weaknesses р and power to reach the desired 
= attempts to ar la properly so that a man 
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of the divinity that is already in man”. It is the duty of religious 
leaders to bring out the higher qualities and not to emphasise 
the weaknesses and frighten him of them. Religion is to help 
man remove the cause of conflict and frustration by positive 
method of revealing the divinity within him. Akhilananda (1957) 
even went to the extent of stating that the real removal of the 
disease can only take place when psychiatry and religion in the 
broadest sense of the term amalgamate, cooperate and co- 
ordinate properly. Such an amalgamation and coordination may 
not be difficult considering the fact that many of the mytho- 
logical stories, such as, the Bhagavad Gita, Mahabharata and 
Ramayana contain in themselves many instances of psycho- 
therapy, which if only properly utilised and coordinated with 
modern approaches could serve as one of the most effective 
therapies for the mentally ill persons. For instance, in the 
Bhagavad Gita, the preachings of Lord Krishna to Arjuna at 
the time of the Mahabharata battle is a fine illustration of 
psychotherapy. It could perhaps be considered as an illustration 
of ego boosting, supportive and reality oriented therapeutic 
ich raises the totally depressed Arjuna from the 
ssness and inaction to one of courage 
d out by Govindaswamy (1977), 
Mahabharata itself is a great textbook of psychopathology and 
the Gita is a great treatise on psychotherapy. Ramachandra Rao 
(1962) described the Gita as counselling of a conflict ridden 
individual in stress who is confronted with a crisis situation and 
is almost on the brink of giving up and taking flight. Krishna, 
the Lord, helps him to get back his courage and face the situa- 
tion rather than escape it. Satyanand (1972) considered the Gita 
as one which frees an individual from his sense of guilt, resolves 
repression, supplies energy and morale as well as develops insight 
into the working of the individual’s ego. 

Symbolically, Lord Krishna represented a master healer of 
the minds of humanity and Arjuna the patient in a state of 
anguish-—‘Shoka samvignya manasaha’—Both of them exemplify 
a typical ‘suru-shishya’ or a doctor-patient relationship. The Gita 
also brought out the ingredients of a relationship between the 
doctor and the patient, viz., Lord Krishna considered his pupil 
as a friend capable of intelligently questioning and exercising the 
power of discrimination. There was on the part of Arjuna a 


technique wh 
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total sense of surrender and readiness to be instructed and to be 
told. Moreover, it is equally striking to note that Lord Krishna, 
the master, does not force the ideas on his pupil, but Suggests to 
Arjuna that he has taught him certain things but it was upto 
him to act as he liked. This approach appears quite similar 
to the one Freud proposed for psychotherapy, that is, the patient 
should be made to become ‘his real nature’ and not ourselves. 
Thus, the Gita could be considered a real masterpiece of psycho- 
therapy which perhaps touches upon every aspect of psycho- 
therapy. 

Just as in the Mahabharata, one also finds instances of 
psychotherapy in the Ramayana, another most popular epic in 
India. When, for insta.ce, Lord Rama was in an acute depressive 
state after losing Sita, his wife, the boosting up of his ego by 
Lakshmana is a classic example of psychotherapy. Again, when 
Lord Hanuman is faced with the task of bringing the Ѕапјіуіпі, 
a herb, to bring Lakshmana back to life, one finds Hanuman 
totally lacking confidence in his ability to accomplish that task; 
being given an ево boosting by his colleagues and Lord Rama, 
Hanuman redoubles his energy and soares up high into the sky, 
crosses the oceans and lifts the huge mountain containing the 


herb with only one hand and flies back to where Lakshmana lies 
unconscious. 


Thus, supportive therapy, 
therapies appear to have ha 
the very early Writings, 


Further, authority oriented psychotherapy has been advocated 
by many, for instance, Dhairyam (1961) and Carstaris (1961) 
shishya relationship model of psycho- 
nts. In this, the guru has more active 
he has to take the responsibility for the 


ient. In Indian culture, people would 
easily accept such a role, 


accepted ideas of mental and Spiritual 
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health in India include Sahaja and Nirvana. The former is the 
ideal of mental health consisting of the conceptual elements, 
such as, illumination, equipoise, spontaneity, freedom and 
harmony which are considered the most desirable elements of a 
healthy human personality. Nirvana, on the other hand, includes 
freedom from disease and health; in other words, it indicates. 
mental health and internal freedom. 

Even the concepts of Dharma and Karma in our Indian cul- 
ture help to bring about a stability in the mental state of an 
individual and contribute to the integration of personality and 
a healthy mind. The four stages in the life of the Hindu brahmin 
which culminate in of vanaprastha indicate that renunciation 
of the world and joining the abode of the Lord, for which 
the individual prepares himself by gradually banding over his 
responsibilities to next of kin. Thus, the various psychiatric 
problems of the old age arising out of psychological conflicts 
were not present in the past to the same extent as they are 
today. To be contented with one’s own lot as ordained by 
destiny (though totally devoid of any achievement orientation) 
had its salubrious effect on the individuals even when they faced 
utter failures, disappointment and frustrations as well as trau- 
matic crisis situations in their life. As aptly commented by Neki 
(1977) the, highly achievement oriented society of the West 
appears to contribute to the whole gamut of neurotic disorders,. 
which perhaps could be avoided with an approach that had 
existed in India from time immemorial. Keeping in view the 
typical values that have prevailed in India one can state that 
psychotherapy which is practiced in the Indian setting will have 
to recognise the roles played by the concepts of Dharma, Karma, 
Maya and the higher levels of consciousness on the formation of 


the Indian personality. 


One has also to consider the typical social dependency that 


has always been encouraged in the Indian society. Though the 
modern parents encourage, foster and reinforce independence 
in their children, this trend had never existed in the earlier days 
and even today it does not exist amongst many of the tradi- 
tionally oriented families in both urban and rural areas of India. 
The significance of the recognition of social dependency in the 
administration of psychotherapy to Indian patients is in the 
fact that the Indian patients expect the therapist to be an 
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authority figure, a leader and a guide of destiny rather than a 
friend or a colleague who could merely enable the patient to 
help himself. This is why perhaps Dr Vidya Sagar’s therapeutic 
-approach was far more sought after than the western oriented 
psychotherapy practiced by several psychiatrists in India. 
Frequently, the psychotherapists in India have experienced 
‘the discomfiture among the Indian patients when they were 
‘taken for individual psychotherapy sessions, while the same 
‘patients appeared to feel more relaxed in a group situation 
(group therapy). However, with the social changes that have 


‘taken place due to the process of urbanisation and industrialisa- 
‘tion, modernisation and wes 
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ed and adopted form 
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ffective in the treatment 
by Neki (1977) Indian 
and the only valid method 


Teinterpret in the contemporary 
context and Suitably amend and modi 


fy the technique of psycho- 
therapy. му 

| Nor only the socio-cultural milieu of India need to be recog- 
nise 


г Systematised treatment appri 
“oll рргоасһ to mental 


‘Concept of mind an 


неа Ч psychotherapy in the Ayurvedic system of 


lenta ве of life. Ayu 
combination of mind i 


Psychotherapy in India 131 


attention to the study of all the three factors. Just as ‘vata’, 
‘pitta’ and ‘kapha’ were considered the vitiating factors for the 
body, so were the passions and delusions considered vitiating 
factors for the mind. While somatic diseases were treated by 
certain herbs and restrictions on diet, mental diseases were treated 
by religion (dharma), philosophy (knowledge or gyan), fortitude 
(dhairya), remembrance (memory or sfurti) and concentration 
(samadhi). 

Caraka stated that the type of a man’s mind in this life gets 
linked to that very type in the next birth. He classified the mind 
into three types, pure (shudh), passionate (rajas) and ignorant 
(tamas). The pure mind was considered as untainted, the passion- 
ate as representing the violent aspects, and the ignorant as re- 
presenting the deluded aspects of the mind. On the basis of this 
classification, Caraka identified the traits which were most domi- 
nant in a person and thus considered him to possess a certain 
personality. Ы 

The mind or ‘manas’ was a product of ‘Sattvika’ ог 
‘Baikarika Ahankara’, assisted by ‘Taijasa Ahankara’. The term 
‘Sattvika Ahankara’ meant that the mind or manas was not a 
gross thing like the worldly objects but something helping 
enlightenment. However, from the ‘Sankhya’ concept it appeared 
to be a caused product or a ‘Janya Padartha’ and also a ‘dravya’ 
which meant that the mind is a thing and not a quality, charac- 
ter or power. Thus the mind was something subjected to the 
limitation of a ‘made’ thing and therefore capable of being 
destroyed. As Arjuna said to Lord Krishna, “Oh! Krishna, manas 
or the mind is surely fickle, capable of shaking up strong things, 
I consider the control of it as difficult as that of the wind.” 
Lord Krishna in reply stated that, “Oh! You of long arms, the 
mind is very difficult to subdue and unstable. But, son of 
Kunti, it can be brought under control by practice as well as 
non-attachment. The fastidious and powerful indriya overcome 
the manas or the mind perforce.” ў 

Thus, from Sankhya philosophical point of view as well as of 
all the branches of Eastern philosophy the causes of the manas 
have nothing to do with material things. This is diametrically 
opposite to the Russian concept of mind which lays heavy 
emphasis on materialistic causes which contribute to the com- 


plexity of the mind. 
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Both Caraka and Sushrut and subsequent authors had 
unequivocally asserted that manas has its own blemishes 
(doshas). Like the physical blemishes (sharira-doshas) which 
contribute to physical diseases, the mental blemishes (rajas and 
tamas) contribute to the diseases of the mind. Thus, they were 
able to delineate the causes for insanity, epilepsy and various 
other such mental disorders. These doshas were known as 
‘upadana karanas’ or constituent causes, or ‘nimitta karanas’ or 
incidental causes, which were considered the root of the 
diseases. 

Many of the mental diseases were also traced to the food one 
eats; it is believed that as a man takes to one type of food his 
mind and propensities grow and are moulded accordingly. The 
actions (karma), intelligence (buddhi), have also been attributed 
to the typical characteristics of the individual, sattva, rajas and 
tamas. It is said that one of the most important ways of influenc- 
ing the manas is through ‘Raja Yoga’, regarding which Lord 
Krishna in the Gita says, “Тһе Rajavidya is the king of arts and 
the secret of secrets, a pure and fine thing. Its results can be 
realized immediately and it conduces to virtuousness.”” 

One finds also considerable evidence regarding the practice 
of psychotherapy in the classical Ayurvedic literature as well as 
in the Indian philosophy. Gangwal (1965) even goes to the extent 
of claiming that the western psychotherapy had been stolen 
from the Ayurvedic literature. For instance, in the ‘Carak’ men- 
tion is made of certain cases of insanity being treated through 
fear method which goes through the following stages: Firstly, 
the patient is tied firmly and whipped, after which he is 
left alone in a closed and calm room, so that his mind which is 
puzzled may get some rest. Secondly, they terrorise the patient 
by producing him before a tamed lion or a tamed elephant and 
Snakes, or at times even producing him before robbers having 
fearful and dangerous arms. It is believed that the fear of death 
would be more terrible than fear of corporal agony, and thus 
м may calm down and the patient may get cured. 

2 “18 reported that the fear method has been very 

Successful in treating various cases of insanity, while other 
measures had failed to bring about any noticeable improvement. 
а ithe pn чш ДШ of ап opposi ан, 
ught to be ill due to anger, 


Psychotherapy in India 133 


merriment as a technique was applied and it was believed that 
by applying such an opposite method, the patient would be able 
to get over his present illness. Thus, such methods were decided 


upon depending on the etiology of the illness concerned. 
Reports are also obtained in the Ayurvedic literature regard- 
ing many fevers of psychic origin being adequately treated by 
the ancient Ayurvedic system, which. included techniques based 
on psychotherapy—for instance, fever due to grief and fear 
would be treated by consolation, achievements and merriments. 
Attimes, nerve depressants were advocated. Mental diseases, such 
as, epilepsy, hysteria and other forms of psychoneurosis were all 
claimed to be curable by psychotherapy in the Indian medical 
system. The treatment of snake poison, which is practiced all 
over India even today, is still a wonder for the foreigners. 
According to Gangwal (1965) it is nothing but a sort of ancient 
psychotherapy. Even today there are instances of many cases 
which are given up as incurable by the modern physicians but 
are very effectively treated by the traditional medical system. 
Thus, the Ayurvedic and other traditional medical systems have 
evolved techniques of psychotherapy entirely based on Indian 
cultural and social milieu. These methods could perhaps be far 
more effective and meaningful than purely western oriented 


psychotherapy. 


Exorcism and traditional healing practices 

In many parts of India, such as tribal areas, the treatment of 
mental disorders takes different forms ranging from exorcism to 
ghost driving and such other methods. These methods appear 
to be more or less similar to those that existed during the 


ancient period and also at present being practiced in certain 
remote areas of China, Japan and African countries. 

Until recently, when a person fell ill, his family invariably 
consulted their local traditional healer, who first administered 
some herbs to the sick; he then visited the patient at his home 
and sat in a room. He then entered a trance-like state, in which 
he generally woke up and said something and spoke as if he was 
d. In this trance state, he often mentioned the causes of 
the patient’s illness and ascribed it to the existence of bones ina 
corner of the house or to the failure to propitiate a certain god 
or to some devil or sorcery or an enemy of the patient. He also 


possesse 
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informed the family members that he would be removing the 
Cause on a future day and asks for certain things to be pre- 
pared and kept ready for that day. On the prescribed day, he 
visited the home, recited some prayers in a special tone and 
intonation suited for the particular occasion. If the illness was 
due to a devil, he tied a talisman round the neck or hand of 
the patient; if it was due to sorcery, he put some food consisting 
of red and yellow cooked rice in a bamboo dish, and in the 
middle of it he kept a light and took the entire thing out of the 
house and left the same where two roads crossed (Singh, 1973). 
By and large, the traditional healers followed three methods, 
viz., the mantras and sacred thread; herbal medicine; and wor- 
ship of gods and goddesses. Generally, the sacrifices were made 
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medical knowledge, these procedures may appear to be irrelevant 
and misdirected, yet they follow the bizarre logic of a traditional: 
system with surprising results. It is the suggestiveness which pro- 
motes therapeutic benefits in patients. 

Thus, the various methods used by the traditional faith 
healers or the witch doctors even though are very crude and 
based on superstition have a very high therapeutic value in 
healing different types of mental disorders. Perhaps that is why 
such treatment methods are more popular than all the other 
modern scientific methods, particularly amongst the rural рори- 
lation. In fact, the faith of the Indian population on traditional 
healers is clearly evident from many studies which have indicated 
that even the educated persons visit first the traditional faith 
healers or the indigenous medical practitioners before coming for 
modern psychiatric treatment (Sethi and Trivedi, 1979; Trivedi 
et. al., 1971). It is also equally well-known that patients conti- 
nue simultaneously with both indigenous and modern psychiatric 


therapies. 


Yoga, meditation and psychotherapy 
Though yoga is a very ancient method, it is only in recent 


years that it has assumed worldwide importance; many and 
varied aspects of this method have been excellently dealt with by 
authors and scientists, such as, Venkoba Rao (1964, 1968, 1978), 
Parvathi Devi (1974), and Neki (1975). Yoga has also been used 
as a treatment method by Vahia, et. al., (1966, 1972, 1973, 
1975), and Balakrishna, et. al., (1977). Many forms of yogic ex- 
periences have been advocated for constipation, insomnia, head- 
ache, arthritis, asthma and other troubles. 

Yoga as defined by Patanjali, the foremost exponent of yoga, 
is, “Chitta, Vritti and Nirodha”. ‘Chitta’ is the mind which 
stands between man andhis environment and is bombarded all the 
time with ideas and thoughts, uncontrolled emotions and worries. 
ell as with ideations clamouring for his attention through 
nose, mouth and skin. All these throw the mind 
d cause a whirlpool (vritti) within. ‘Nirodha’ 
estraint and the main purpose of yoga, 
therefore, is to control the mind aad keep it in a state of peace 
and tranquillity. For this, yoga has eight stages or steps, such as, 
pranayama, pratyahara, dharana, dhyana 
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and samadhi. While dhyana indicates meditation, samadhi indi- 
cates contemplation, which is the last Stage, a state of supreme 
awareness replete with true inner life of peace and bliss. It is 
the state in which the mind transcends itself and merges with 
the self effulgent truth. 

Wolberg (1977) pointed out that yoga is a combination of 
Supportive and re-educative modalities and attempts to integrate 
or build up as а contrast to the disease or disorder which indi- 
cates disintegration. Yoga practice can be considered as a 
technique of therapy and does not separate the mind from the 
body but treats them as two ends of the same continuum. It 
regards mental breakdown as merely descending to lower levels 
of Consciousness, and thus it aims to raise the mind to higher 
levels of Consciousness, such as, ‘samagra’ and ‘samahita’ where- 
in the person is whole and integrated. Yoga also aims at trans- 
muting the quality of life to release the pent up creative surge to 
flood the mind with joy and freed 
claim that no modern psychoth 
the content of consciousness a 
them, it is a form of psychothera 
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minutes twice a day and reciting Sanskrit mantra. This mantra 
is known only to the teacher, who teaches it to the puplis in 
confidence and is later used as a method of treatment for several 
mental disorders. It is particularly helpful in relieving anxiety 
states (Doucetta, 1972) and tension headaches (Benson et. al., 
1973). Some even claim that it has led to the prevention 
of drug abuse and helped in decreasing and discontinuation 
of alcohol (Shafi et. al., 1975). Carrington and Ephron (1975) 
have used meditation as an adjunct to psychoanalysis and 
analytically oriented psychotherapy, and found that regular 
practice of this method reduced tension and anxiety with 
improvement in psychosomatic conditions, such as, hyper- 
tension, asthma and sleep disturbances. It is also mentioned 
that meditation increases creativity, learning ability and 
intelligence thereby leading to orderliness in thinking, improve- 
ment in memory and an increase in the problem-solving 
ability. 
From the foregoing discussion regarding psychotherapy in 
India, one finds that many types of therapies are being applied 
singly or in combination with western oriented psychotherapy- 
This aspect is strikingly brought out in the analysis of a study 
conducted by the author to compare the treatment used by 
indigenous practitioners and that used by the psychiatrists in 
the treatment of mental disorders. This study was conducted 
ch from allopathy, Ayurvedic, Unani, 
d general medical practitioners. A 
questionnaire was used to gather information on their educa- 
tional qualifications, special training undergone, their concept 
of mental illness, the causes of mental disorders and the treat- 
ment methods they used in curing the illness, in addition to the 
basic demographic information, such as, age, residence, Sex- 
The results of the analysis, summary and conclusions are 
presented in the following sections. 


Qualification/special training: Except the tantrics, pujaris and 


such other magico-religious oriented practitioners, the others 


had a Bachelor’s degree in the particular system concerned 
(such as BIMS, MBBS). The religious practitioners reported 
that they had received their training from their respective gurus, 
while two of the latter also claimed that they had been born 
with that talent and had been ordained by God to carry out 


on sixty practitioners, ten еа 
homoeopathy, Tantra, an 
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such treatments. 

Concept of mental health: There were striking differences in 
the concepts of mental health and mental illness amongst the 
allopaths and indigenous practitioners. All the allopaths were 
of the view that a person could be considered mentally healthy 
if he behaved in accordance with the societal norms, dealt 
effectively with the environment, and reacted normally to the 
Stresses and strains of life. On the other hand, they considered a 
person mentally ill when he manifested a behaviour which was 
Considered as deviation by most persons in society or when he 
was unable to adhere to the societal norms or when he could 
not cope with normal stresses and strains in the society. 

According to the Ayurvedic practitioners, a person would 
be considered mentally healthy when he talked relevantly, had 
good memory, and if he could carry on with his occupa- 
tion normally. In addition, the criteria used by them was that a 
Person would be healthy whose ‘doshas,’ ‘agni,’ ‘mala’ and 
‘kruja’ are normal and whose ‘atma’ and ‘indriyas’ are healthy. 

The homeopathic Practitioners are of the view that there 
should be a balance between the functioning of the body and 
mind and all organs should function in harmony. A person 
would be considered mentally healthy when he takes interest 
in everything, has good intelligence and memory and is coopera- 
tive and not quarrelsome. 


In the Unani system of medicine, it is believed that the brain 
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talking and laughing; whereas the Ayurvedic practitioners con- 
sider mental illness being due to an imbalance of ‘air; and 
Unani practitioners consider it being due to disturbed mental 
functioning. 

Diagnosis: All the practiti 
diagnose a case by taking a d 


опегѕ except the tantricsand pujaris, 
etailed history of the patient from 
him or from his relatives. The pujaris diagnose the case by 
studying the horoscope of the person, through which they 
understand the movements of the planets, еіс. The allopaths 
make use of clinical examination апі physical examination, 
whereas the homoeopaths consider the total personality of the 
individual, such as, his relationship within the family and with 
relatives. 

Diagnostic categories: Allopaths (psychiatrists) classify the 
mental illness in accordance with the World Health Organisa- 
tion classification or in accordance with the American Psychia- 
tric Association Diagnostic and Statistical manual. Broadly, the 
diagnostic categories consist of neurosis, psychosis, psycho- 
somatic, mental illness due to organic factors, and so on. 

According to Ayurvedic system, the diagnostic categories 
are formed in accordance with the manifestation of hallucina- 
tions, delusions and irrelevant talking. Since categories ¿re not 
clear cut, some classify these disorders in terms of severity of 
the disorder manifested in varied types of behaviours. There 
does not seem to be any particular classification that they 
follow, and the patients are treated rather vaguely either in 
terms of severity of symptoms or in terms of presence or absence 
of hallucinations, delusions and irrelevant talking. , 

The homoeopaths too do not seem to have any particular 
classification of mental disorders, but they observe the totality 
of the symptoms, namely, objective and subjective and treat 
them as such. Since they believe that the ‘psyche’ is not affected 
without the ‘soma’ being affected and vice versa, they feel that 
there is no need for a classification. 

Of the ten Unani specialists, while three stated that there is 
no typical classification system, others classified the disorders 
in terms of organic defects, emotional disorders, melancholia, 


epilepsy and hysteria. A few classify the illness in terms of the 
chronicity or acuteness of the symptoms. 
Some tantrics and pujaris stated that there are по typical 
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diagnostic categories that they followed, while others even 
claimed that there are seveny-two types of mental illness and 
therefore, it is impossible to classify them. Some tantrics believed 
that there were only two categories of illnesses, physical and 
mental, 

Causes of mental illnesses: To the query what caused a 
mental illness, there was again considerable difference in the 
answer between the allopaths and the indigenous medical practi- 
tioners. While allopathic doctors, such as, psychiatrists and 
general medical practitioners, believed that most mental illnesses 
Were either due to biological or dynamic psychological factors, 
Ayurvedic practitioners believed that these illnesses were due to 
environmental factors. The latter also attributed mental illness 
to a certain extent to personality features of the individual. 
While almost all the Ayurvedic practitioners stressed on social, 


environmental and family problems contributing to mental 
illness, the allopaths gave relatively less importance to these 
factors, 

The homoeo 


pathic practitioners were of the view that the 
fundamental causes of all physical and mental disorders were 
‘psora,” ‘sycosis’ and ‘syphilis.’ Some homoeopaths even 
disturbances and vitamin 
Unlike Ayurveds, very few 
to mental illness, 


е brain, hormonal changes, 
illness which affected and 
damaged the brain. 
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they involved all the family members in the treatment process; 
only one-fourth said that they treated the patients with indivi- 
dual psychotherapy. All the ten psychiatrists claimed that the 
combination of individual and family therapy along with medica- 
tion was most effective in rendering the patient asymptomatic. 
Supportive psychotherapy was in fact used by all the allopathic 


practitioners though it was used more as an adjunct to medica- 


tion. 
The Ayurvedic practitioners administered drugs; some also 


used yoga, physical exercises, psychotherapy and counselling. 
There was no uniformity in the mode of treatment amongst the 
Ayurvedic practitioners; some treated the patients individually 
and others treated them in all sorts of groups. All of them gave 
supportive therapy in any case. 

The practitioners of homeopathy gave no physical therapy 
and all of them gave homeopathic medicines. One-fourth tried 
yoga, exercises, meditation and environmental manipulation. 
One even reported to be using urine therapy. All of them gave 
some supportive therapy and a few also administered counselling. 
No specific technique of psychotherapy was however mentioned, 
and psychotherapy was not carried out in isolation but always 


in combination with drugs. 
None of the above practitioners used ‘ghost driving’ methods, 


or tabiz or magic. All of them used suggestion, hypnosis and to 
an extent supportive therapy. On the other hand, the traditional 
healers used magic, ghost driving, sacrifices, environmental 
manipulation, suggestion, poojas and even exorcism in certain 
cases. All of them also gave supportive therapy and no one gave 
any medicines though a few said that they prescribed purified 
water from other herbal concoctions. 

Thus from the above analysis following conclusions emerged: 


1. Except the ghost drivers/pujaris/tantrics, all the others 
practicing different systems of medicine had a Bachelor’s 
degree in the particular system concerned, such as, BIMS, 
MBBS, BAMS. 

While allopaths had all undergone special training and 
had obtained degrees indicating their specialisation, the 
indigenous practitioners did not possess any such special 
degrees. However, the latter stated that they had 
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special experience of working with the mentally ill in insti- 
tutions/hospitals and thus developed the skill and technique 
to work with such patients. 


. While all the allopaths were quite clear regarding the con- 


cept of mental illness and the classification for diagnosis 
and treatment purposes, it was not so in the case of other 
practitioners. 

For the treatment of mentally ill persons, while psychia- 
trists mainly gave drugs and took up patients for psycho- 
therapy occasionally also on individual basis, the indi- 
genous practitioners gave some medicines and preferred 
to treat patients in groups along with their family mem- 
bers. The tantrics, pujaris and other traditional healers 
used ghost driving, sacrifices, mantras, group dancing, 
group singing, tieing tabiz, etc. The general medical 
practitioner (allopath) invariably referred the mentally ill 
persons to the specialists, namely, psychiatrists. 

All the practitioners except the tantrics and other tradi- 
tional healers said that they gave Psychotherapy, coun- 
selling and guidance depending upon the need of the case. 


. Most practitioners, whether they were allopaths, ог prac- 


ticed other systems of medicine, used supportive therapy, 
Suggestion, persuasion, encouragement, environmental 


manipulation, etc. Some also made use of hypnotic 
therapy. 


. Most of them were of the view that psychotherapy as 


practiced in the West cannot be adopted in toto and that 
it has to be modified to suit the Indian milieu. The tradi- 
tional healers even claimed that their therapies are the 


most sought after and more effective than the western 
methods. 


Very few psychiatrists and most 
practitioners made use of yoga, medit 


Sical exercise to a great extent in the 
disorders. 


indigenous medical 
ation, massage, phy- 
treatment of mental 
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suggestion, persuasion апі even transference coming into 
the practice of indigenous treatment of mental disorders in 
India. Flogging could be likened to the shock therapy being 
practiced today by the psychiatrists, while chanting of mantras, 
going into a trance state, could be considered equivalent to the 
hypnotic and suggestive therapies of modern psychiatric treat- 
ment. Identifying oneself with the witch doctor and practicing 
the movements and gestures as suggested by him, indicate consi- 
derable transference that takes place in the relationship between 
the patient and the witch doctor. 

Thus, there appears to be a great deal of similarity in the 
appoaches to the treatment of mental disorders between the 
traditional medical systems and the modern psychotherapeutic 
approaches. When an overall view of all the psychotherapeutic 
approaches is taken, one fact stands out strikingly, that is, 
irrespective of a therapy being traditional, religious, modern or 
scientific, they all believe that human behaviour can be modified 
and mental disorders can be cured to a certain extent. By and 
large, all the methods in some form or the other use suggestion, 
persuasion, re-education and insight development to bring about 
the desired changes in the mentally ill persons. 


10. An Overview 


The use of psychotherapy in pure and modified form appears. 
in almost all the countries in the world. Evaluation of its efficacy 
has shown mixed results and no specialist states unilaterally 
that it is the method for treating any particular mental condi- 
tion. 

It is now evident that the concept, definition and treatment 
of mental disorders have undergone considerable change over 
the centuries. From purely superstitious and extremely un- 
scientific concepts and definitions, mental illness has now come 
to be conceived and defined more in modern, scientific and 
objective terms, Classification of mental disorders based on 
objective factors, such as, symptomatology and psychodynamics 
indicate the right direction in which this study is being deve- 
loped. A similar trend is observed in the treatment wherein one 
finds a great change from mere superstitions, barbarous reme- 
dies of the mentally ill to treatment based on more rational and 
scientific approach. Many forms of pharmac 


used to aid and support the psychological tre: 
with considerable Positive results. 
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treatment of mental disorders. 

Though Mesmer, Charcot and others contributed to the 
foundations of modern psychotherapy, it had a formal proce- 
dure acceptable to the principles of science only in Freud’s 
psychoanalysis. Since then, the concepts and definitions of 
psychotherapy as well as the treatment techuiques have been 
variedly described and explained by many psychiatrists and. 
psychologists. Attempts have been made even to differentiate 
‘psychotherapy’ from ‘psychotherapeutic’. For instance, Reisman 
(1971) stated that psychotherapy is а noun that has come to 
refer to a message or communication, whereas “psychothera- 
peutic’ is an objective that refers to favourable changes in the 
individual’s psychological well-being. While some (Whitehorn,. 
1948) defined psychotherapy in terms of the types of procedures, 
some others (Kolb, 1968) defined it in terms of treatment techni- 
ques employed, yet with all these efforts, it seemed a futile 
attempt to define psychotherapy. Szasz (1974) aptly con- 
cluded after critically analysing and reviewing the definitions of 
psychotherapy, that the latter appears to be more of a verbal 
exercise having incantatory, ritualistic and strategic functions 
rather than identifying discrete forms of medical treatments. 

Keeping in view the criticism levelled against the definitions 
of psychotherapy in recent years, it has been defined more as 
an inclusive re-education of the individual at both conscious and 
unconscious levels. Wolberg (1977) perhaps has been the most 
liberal and inclusive in his definition of psychotherapy. Accord- 
ing to him, psychotherapy is the treatment, by psychological 
means, of problems of an emotional nature, in which a trained 
person deliberately establishes a professional relationship with 
the patient with the object of 

(i) removing, modifying or retarding existing symptoms; 

(ii) mediating the disturbed patterns of behaviour; and 

(iii) promoting positive personality growth and develop- 


ment. 
Thus, the term psychotherapy is currently used for many 
ely differing ways. In the 


kinds of therapeutic activity and in wid 

it appears better to conceive of psychotherapy 
upon, deliberate and purposeful transac- 
d the therapist: it entails processes 
according to formulations of 


ultimate analysis, 
as a mutually agreed 
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multip!: factors and dimensions. Psychotherapy has as its aim 
to relieve the distress and unhappiness of the individual and help 
him adjust better in the world and contribute his mite to the 
prosperity of the world and himself. 

The goal of psychotherapy, hence, is vast, and in actual 
practice, it is seldom sufficiently delineated for either the patient 
ог the therapist to identify precisely when the same has been 
achieved. In fact, as Freud (1937) stated it would not be possible 
to ‘rub off’ every peculiarity of human character for the sake of 
schemic normality. Therefore, the main aim of psychotherapy 
is to secure the best possible psychological conditions for the 
appropriate functioning of the ego. A patient’s experiences in 
learning self-observation allow him to make continued progress 
toward the goals of psychotherapy even after the treatment has 
been terminated, and thus, successful psychotherapy should be 
Conceived as making progress toward goals and not necessarily 
reaching the goals. As stated by Weiner (1975) psychotherapy is 
a means by which a person helps himself to live more fully, but 
it should never be allowed to become itself a way of living life to 
the full. 

To even reach the above limited goals, the psychotherapeutic 
methods are found to be not uniformly successful in all the cases. 
Depending upon the typical problems involved, considerable 
modifications in the techniques are required to render the psycho- 
therapeutic method successful, Perhaps because of the above, one 
observes that psychotherapy originating from psychoanalysis has 
undergone much change over the years, though to an extent 
such changes may also be due to the fact that psychoanalysis as 
formulated and practiced by Freud was highly time consuming, 
expensive and did not lead to any tangible results. Thus, many 
therapists during the course of Practice incorporated changes 
and modifications in the techniques resulting in various types of 
From Адинин, ine оо деру (Pre 
therapy (Slavson 1943), СЕ нар ы, г 3 
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py met, 1979), sexual therapy (Albert et. al., 1980), and 
many other therapies are part of Such attempts at modification. 
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As one looks at the varied forms of psychotherapy, certain 
factors which are common and specific to these therapies emerge 
clearly. For instance, all psychotherapies beign when an indivi- 
dual experiences a degree of discomfort or difficulty which 
motivates him to seek a therapist’s help. All therapies afford an 
opportunity to the client to express his problems uninhibitedly 
to the therapist. In most psychotherapies, a relationship develops 
between the therapist and the client, which has at its base 
mutual respect and regard for the other person. Each psycho- 
therapy emphasises the need for insight and understanding; 
catharsis and release occur in most psychotherapies; and the 
therapist has the opportunity to observe and react to the 
characteristic behaviour of the client. All psychotherapies aim to 
induce change in the client and restructure his mental contents. 
Most therapies, for this purpose, use suggestion, abreaction, 
manipulation, clarification and interpretation. Sloane, et. al., 
(1975) compared behaviour therapists with psychoanalytically 
oriented therapists and found that although behaviour therapists 
lay little emphasis on the therapeutic relationship which is a 
significant variable in psychotherapy, the former in their actual 
practice with the clients, appeared to develop as good a relation- 
ship as did the psychoanalytically oriented psychotherapists; 
further, both the therapies had many common factors, such as, 
encouragement, advice and reassurance. 

Despite these common factors there are also certain specific 
features in each therapy. For instance, psychotherapists may use 
more commonly free association, dream interpretation, etc., as 
against the systematic relaxation and desensitization used by the 
behaviour therapists. While resolution of transference neurosis 
and emphasis on the unconscious determinants of behaviour are 
given high emphasis in psychotherapy, overt behavioural symp- 
toms and reality situations of the patient are focused on by 
behaviour therapists. While psychotherapy looks for reconstruc- 


tive results, behaviour therapy looks for improvement in symp- 


toms. y 
Though various therapies differ in certain respects and have 


a large number of common factors, Wolman (1976) pointed out 
that these differences are more qualitative than quantitative. 
Many aspects of the psychotherapeutic procedures may have to 
be modified suchas the time commitment, financial arrangements, 
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environment which have to Бе altered depending upon the 
client’s problems; all these alterations, incidentally, may also 
have their own therapeutic impact. Each therapy is effective in its 
own way depending upon the problem which needs solution. The 
effectiveness of psychotherapy is a matter of relative degree. 
For a scientist, to assess the effectiveness of psychotherapy 
certain typical procedures need to be followed. 

Following Eysenck’s (1951), severe criticism against psycho- 
therapy, considerable research work was launched to ascertain 
the efficacy of psychotherapeutic treatment. Contradictory 
results emerged out of these researches, with some proving 
psychotherapy as effective (Weiner, 1955; Karen and Vandenbos, 
1972; Weissman et. al., 1974; Kernberg, et. al., 1972) and some 
Proving it as ineffective (Brill and Beebe, 1955; Barron and 
Learly, 1955; Barendregt, 196]; Gross, 1978), 

However, recent research data (Malan, 1973) 
more favourable regarding the positive effects of 
Many neurotic and psychotic disorders which ha: 
entirely by psychotherapeutic me 
improvement with very few re 
therapeutic treatment of anxie 
phobic neurosis (Frank, 
(Matur, 1970) and hyst 


appear to be 
psychotherapy. 
ve been treated 
thods have shown remarkable 
lapses. For example, psycho- 
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eria (Liebson, 1969) have all demons- 
trated the efficacy of the Psychotherapeutic method. Presently, 
the behaviour therapy practitioners appear to claim quicker and 
long lasting results for all types of neurotic and psychotic dis- 
orders. For example, Wolpe (1961, 1963 and 1969) used system- 
atic desensitization to help many anxiety neurotic patients and 
rendered them asymptomatic. Emmelkamp and Wessels (1975), 


Mealiea (1967) and Wolpe (1969) have all demonstrated how a 
phobic patient can be rendered asymptomatic through behaviour 
therapy. 


While many such claims ha 
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unless it is combined with or modified and adapted to their own 
societal value and cultural practices. 

A glance at the tables 3, 4, and 5 provides a bird’s eye view 
of the psychotherapies practiced in various countries. While 
therapies based on religious approaches are obtained in almost 
all the countries, particularly in the ancient periods, (Table 5) 
there is no mention of this therapy in Russia. Psychoanalysis 
had been introduced in most countries except Russia, though 
this method had been in existence in the West from the beginuing 
of the twentieth century. Supportive therapy appears to be in 
practice in all countries earlier as well as now, while rational 
psychotherapy is obtained only in Russia and that too appears to 
be а recent development. Work therapy is obtained both in 
Russia and China, though this method is not reported in the 
ancient times in both the countries. Myasichev’s therapy is again 
only in Russia, just as Morita therapy and Naikan 
therapy are practiced only in Japan. Of the latter two therapies, 
Morita therapy has been practiced since the ancient times, 
whereas Naikan therapy seems to have been introduced only in 
recent years. Africa appears to be one region where only reli- 
s and supportive therapies аге being practiced, whereas 
every other country seems to be practicing more than five or six 
methods. In fact, Japan is the only country where almost all the 
therapies are used to treat the mentally ill persons. 

It is interesting to note that the traditional methods of treat- 
ing the mentally ill, such as, flogging, exorcism, human sacrifice, 
have been almost given up by the western countries, whereas 
China, South-West Asian countries, Africa and India appear to 
n many of these traditional barbarous methods even in 
t day. Russia had used starving, chaining, isolation, 
incubation, sleep, etc., in the ancient times, but it has have given 
up all these methods in the recent years. It is evident from table 
6 that most of the traditional methods of treatment are being 
followed even in the present era by China, India, Japan, Africa 
and South-West Asian countries. 

Table 3 indicates that the concept that mental illness is due 
to the intervention of supernatural forces, such as, evil spirits, 
gods, witches ОГ magicians, etc., is obtained in all countries 
except in Russia. In the West, however, this concept is consi- 
dered obsolete. India is, perhaps, the only country where there 
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is a belief that mental illness occurs when soul leaves the body. 
In the West such ideas, that mental illness is due to the influence 
of planets, or humoral disturbances, existed for quite some time, 
but were given up later. On the other hand, in China, Japan, 
India and some of the South-West Asian countries, the above 
beliefs do exist even today. While in Russia the belief that mental 
illness was due to biological changes existed both in the past and 
present, in the western and other countries except Africa, this 
belief emerged telatively later. In India and China mental 
illness is also believed to be due to the sins committed by 
individuals in their previous birth. In Russia and in the West, 
even in the ancient times, mental illness was thought to be a result 
of brain or organic pathology or a nervous ailment, whereas 
these ideas developed in other countries only lately. 

Further, the concept of mental illness being due to psycho- 
pathological /psychological/personality disturbances or psycho- 
social factors, 


giving considerable importance to these factors. Russians, how- 
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therapy. Even amongst such persons, those who believe that 
mental illness is a behaviour based on defective learning situa- 
tions and which can be unlearned and proper behaviour could 
be inculcated in the organism use behaviour therapy techniques 
for treating the condition. 

Interestingly, depending upon these beliefs and the systems 
to which they subscribe the background information regarding 
the patient is also obtained; that is, those who believe in super- 
natural influences do not take any history of the illness or the 
background information about the individual’s various illnesses 
or his experiences in his childhood. On the other hand, the 
genetic advocates take a detailed genetic history of the patient, 
(in Russia), as well as a detailed information regarding the 
environmental factors which have contributed to the defective 
patterns of behaviour. Those who are of the view that mental 
illness is caused by intra-psychic conflicts and such other 
psychological factors, take a detailed account of the individual’s 
personal, familial and social history including his interpersonal 
relationship dynamics. Very often, they also obtain information 
regarding the dreams and fantasies which the individual experi- 
ences as well as his conscious and unconscious motivational 
factors contributing to the particular syndrome concerned. Thus, 
each treatment method is based on the typical school to which 
the therapist subscribes, and the typical concepts of mental 


illness believed in. | 
Each country thus appears to have evolved its own methods 
of treatment and many of the methods appear to have a large 


number of factors common to them. For instance, productively 
occupying a person. making him feel worthy, making him 
contribute to some issues, physical exercises and relaxation, the 
soma concepts, the influence of the environment contri- 
o the problem and the benefits of manipulating the 


etc., appear to be co: 


psyche- 
buting t 
environment, 
such as, work 
directive PSYC 


mmon to almost all therapies, 
therapy, Myasishev’s therapy in Russia, rational 
hotherapy of China, Naikan and Morita therapy 
of Japan. Catharsis or uninhibited verbalisation of one’s prob- 
lem can be seen in speech therapy practiced in Russia and in 
many of the traditional methods where under the excessive 
influence of the trance states the individual expresses many of 
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his repressed desires and wishes to the traditional medicine 
man. 

Whether traditional or modern, western or eastern, most 
Ppsychotherapeutic techniques follow more or less similar pro- 
‘cedures such as establishing a relationship, allowing the patient 
to verbalise his feelings and developing an insight into his beha- 

* viour, manipulating the environment and the aspects in the 
individual, epuipping him better to adjust to the environment, and 
re-educating the patient in terms of the ‘how’ of his behaviour 
in future. All of them have a common aim, of rendering the 
patient useful to himself and the community. Most of the above 
mentioned common factors exist despite the various differences 
in the concepts and approaches to mental illnesses from time 
immemorial. It is equally important to recognise that many of 
the traditional therapies have undergone a change by incor- 
Porating the recent Concepts regarding both mental illness, 
Psychodynamics and treatment aspects. It is quite true that 
because of such incorporation the classical Western oriented 
psychotherapies have been modified to suit a particular country’s 
social and cultural milieu; for instance, as pointed out by Neki 
(1977), Surya (1966), Satyanand (1972) and others, in India 
Psychotherapy in its pure classical form is not accepted by the 
Populace of India, but when combined with . traditional 
approaches as practiced by Dr Vidya Sagar, it is accepted and 
also has the maximum efficacy in the treatment and recovery 
of mentally ill persons, 

In Japan, China and Africa one finds a similar trend as in 
India, where either classical psychotherapy or traditional psycho- 

all these three coun- 


| -cultural factors of the 
ticed. Even Freud (1936) when he 


he basis of all neurotic 
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the clients who came to him had difficulties that were primarily 
cultural conflicts. 

Mead (1956) expressed that psychotherapy is one measure 
designed by society to help these individuals who are victims 
of cultural strains. Thus, it was pointed out that if psycho- 
therapy has to be successful it should be based on the cultural 
values that prevail in the society. Russia’s Муаѕіѕһеу therapy 
and work therapy are entirely based on Marxian and communist 
ideologies that had been influencing the country’s development 
and progress for many decades. 

Chinese psychotherapy is based on an ideology similar to 
that of Russian psychotherapy, and is also based on the concept 
that every individual must contribute towards the welfare of 
others in the society thereby merging the individual goal into 
the co mmon goal. Thus, work therapy, acceptance of an indivi- 
dual even when mentally ill, encouraging him to concentrate 
and work rather than ridicule him, helps to get the sick person 
back on the road to recovery. Similarly, when one considers the 
Morita therapy practiced in Japan, one recognises the impact 
of cultural emphasis on authority, permissiveness, ‘arugamama’ 
(taking reality as it is, accept it and live with it) which are 
embedded into the therapeutic procedure, and which all 
account for its success in the treatment of mental disorders in 


Japan. 

From the foregoing anylysis, one could conclude that 
psychotherapy as has been evolved in the westera world, has 
not only undergone much change, but is also not practiced in 
the pure classical form in any part of the world. Every country, 
wherever its influence has reached, has modified and adapted 
it to its conditions proving in the ultimate analysis that a psycho- 
logical treatment cannot be successful until and unless it has 
embedded itself into the cultural and social factors which are 
part of the system. 

The field covered by the term psychotherapy comprises a 
wide range of philosophies, theories and techniques which are 
frequently in marked opposition to each other. Psychotherapy 
can range from the intricate and closely worded theories of 
human personality and mental functioning called psycho- 
analysis by Freud, to brief ‘commonsense chats,’ between medical 
practitioners and their patients called as supportive psychotherapy, 
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which consist of little more than sympathetic listening and 
more or less considered advice. As Wolberg (1977) stated, 
the field of psychotherapy has become a vast supermarket, where 
the consumer may shop for stores of interventions that can 
satisfy even the most capricious tastes. 
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Of allied interest 


ORIENTAL STORIES AS TOOLS IN PSYCHOTHERA\ sS 
The Merchant and the Parrot 
—Nossrat Peseschkian, 168pp. 


Long before the development of modern psychotherapy, there 
were stories, myths, fairy tales, fables, and parables that served 
as instruments of folk psychotherapy. Even today, stories in 
Mid-eastern countries are important aids that combine instruc- 
tion with pleasure and diversion. 


tbis book take on the functional role of “filter” between f 


patient and therapist. In this therapeutic framework, each 


story allows the patient to indulge in a world of fantasy, 
thereby granting insight into the real problems at the root of 


any number of physical or psychological symptoms. 


Nossrat Peseschkian, M.D., was born in Persia, in 1933, and 


has lived in West Germany since 1954. Не received his psycho- 


therapeutic training in West Germany, Switzerland, and the 
United States, He is the founder of Positive Psychotherapy, 
and associate professor in the Psychotherapy Academy for 


Continuing Education at the State Medical Association of 


Hessen, in Germany. 
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